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Rheumatism may be defined as a disease probably in- 
fective, at times acute, at others latent, quiescent, sub- 
acute, or chronic, of which the chief manifestations are 
carditis and chorea in children of school age, acute poly- 
arthritis and carditis in adolescents and young adults, 
and subacute and chronic inflammatory heart disease, 
fibrositis, and chronic arthritis in later adult life. The 
is not synonymous with, and 


term ‘‘ acute rheumatism 
is not restricted to, rheumatic fever, but includes other 
acute manifestations such as chorea and carditis. Rheu- 
matic fever in itself is seldom a cause of death. In 
England and Waites during 1933 the crude death rate 
from this disease was thirty-two per million living: in 
Scotland during the same year only 171 deaths were 
registered as due to rheumatic fever. 


Acute Rheumatic Carditis 

Acute rheumatic carditis is a frequent but not inevit- 
able manifestation of acute rheumatism. It occurred in 
46 per cent. of 244 cases of acute rheumatism coming 
under my observation ; acute pericarditis, the least serious 
form of rheumatic heart disease, developed in 14 per cent., 
acute endocarditis in 44 per cent. 

'The immediate prognosis in acute and subacute rheu- 
matic carditis is usually favourable. The iliness may be 
protracted for months, fever and arthritis may recur, 
and the aortic as well as the mitral valve may become 
incompetent. Nevertheless the patient may be expected 
to recover from the acute illness. Virulent cases simula- 
ting subacute bacterial endocarditis, running a speedily 
fatal course, and developing in some instances a terminal 
haemorrhagic eruption, are rare. Only thirteen of the 
244 cases—that is, 5 per cent. of my series—ultimately 
developed a terminal streptococcal endocarditis. In many 
patients who are apparently making a satisfactory recovery 
from uncomplicated rheumatic fever a latent carditis is 
slowly developing, and may not be detected until months 
or years later. Moreover, rheumatic carditis developing 
insidiously and slowly in childhood or adolescence may 
be a complication and sequel of an apparently trivial 
theumatic illness, such as ‘“‘ growing pains’’ or a mild 
febrile disorder which was thought to be influenza. 
Rheumatism often sails under an influenzal flag. 


Chronic Mitral Disease 


If the patient survives the acute stage he gradually 
passes into the third phase of the disease, that of chronic 
mitral stenosis and incompetence without myocardial 
_* Portion of an address given to the Forfarshire Medical Associa- 
tion in November, 1935. 
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failure. A school child who is affected with rheumatic 
heart disease is in a particularly unfortunate state on 
reaching the gap between the ages of 14 and 16, for he 
is not yet able to obtain any benefit under the National 
Health Insurance Act. Moreover these patients are now 
faced for the first time with the difficulty of obtaining 
suitable employment. Many of them, says the school 
medical officer for Bristol, are perfectly fit for work in 
factories, but are debarred from this by the stringent 
medical examination imposed by employers. The result 
is that unless great care is exercised they drift into more 
easily obtained but more laborious work.? 

Even a.:though the heart may have remained efficient 
for ten or even twenty years after having been damaged 
by acute rheumatism, it often begins to fail at about 
the age of 40. Approximately one-half or two-thirds of 
those who have suffered from acute rheumatism become 
cardiac cripples before the age of 50. Like a tuberculous 
focus in the lung or elsewhere a rheumatic cardiac lesion 
may have been “‘ quiescent,’’ and not ‘‘ healed.’’ In the 
course of years it ‘‘ flares up ’’ every now and then, and 
ultimately kills. The final failure may be brought about 
by excessive physical stress, intercurrent infections, either 
acute or chronic, reinfection of the heart, or the develop- 
ment of auricular fibrillation. It is usually mitral valvular 
disease of rheumatic origin which slowly converts a 
healthy child or adolescent into a chronic cardiac cripple 
who drifts in and out of the medical wards again and 
again. During the last phase of his illness, when the 
sufferings of the cardiac cripple call for alleviation, 
digitalis, strophanthus, theobromine, theocine, urea, 
organic mercurial compounds, and other remedies are 
often of the greatest benefit. All efforts, however, to 
cure rheumatic heart disease are foredoomed to failure ; 
our aim should be to prevent the disease. 


Early Manifestations 


The first manifestations of acute rheumatism do not 
usually appear in infancy nor in pre-school life. Thus 
in that section of the report of the medical officer of 
health to the city of Birmingham for the year 1933 
which deals with physical defects in pre-school children 
neither rheumatism nor heart disease is ._ mentioned." 
Acute rheumatism as a rule first shows itself in school 
children and adolescents. In my series of 244 cases 
the first clinical manifestations of acute rheumatism 
usually developed between the ages of 5 and 15, most 
often during the third quinquennium, and seldom after 
the age of 20. The age incidence in relation to 
admission to hospital is, as might be expected, some- 
what later.’* 
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The gravity of acute rheumatism as a scourge in school 
children is disclosed in the annual reports of school 
medical The table shows the total number of 
school children in Glasgow and elsewhere who, during 
the course of one year, were found to be suffering from 
acquired organic heart disease, this being doubtless, with 
few exceptions, of rheumatic origin, and from all forms 
of tuberculosis. The ratio of heart tuber- 
culosis is nearly 5 to 1 in Glasgow, and 5.4 to 1 in 
Edinburgh. The report of the school medical officer of 


officers. 


disease to 


School Medical Service 

Tuber ulosis, 

Pulmonary 
and Non- 


Number of Heart Disease,, Rheuma- 
Children |‘organic’’ and} tism and 


| Examined | “acquired” Chorea pulmonary 

€lasgow, 1934... 52,949 440 (0.83 % 90 
Liverpool, 1934 ... 46,359 156 (0.34%) 182 
Sheffield, 1934... 22. 395 262 (1.16%) 162 
Bristol, 1934 16,274 164 (1.0%) 3) 53 
Fife, 1934 ... 15,606 33 (0.21%) 
Edinburgh, 1934... 11 321 82 (0.72 %) } 15 
Leicester, 1974 10,216 99 (0.97 %) 61 55 
Aberdeen, year 8,922 47 (0.5 % } 2 

ending July 3lst, | 

1935 
Dundee, 1934... | 8467 | 36 (0.72%) 13 


and ? Tb of 
lungs 47 


the London County Council for the year 1934 shows that 
of the 7,844 physically defective children attending special 


schools and classes 26 per cent. had heart disease ; in 
Edinburgh 20 per cent. of such children had “ heart 
affections.’’ The incidence of acquired organic heart 


disease in Glasgow school children during 1934 is greater 
at 9 years than at 5, and at 13 years than at 9.’"!! 

The great frequency of acquired organic heart disease, 
its greater incidence in girls, and the comparative rarity 


of all forms of tuberculosis in the same section of the 
At 5 years At 9 years at 13 years At all ages i 
1.5 
1.0 


PERCENTAGES OF CHILDREN IN GLASGOW, IN 1934, SUPFERING PROM 


Boys 
Girls 


ACQUIRED ORGANIC HEART DISEASE 


TUBERCULOSIS, ALL FORMS sh 

Girls 
community is depicted in the figure. In the L.C.C. 
schools in November, 1933, there were 1,820 children 


who were chronic invalids, of whom one-third were suffer- 
ing from rheumatism, heart disease, and chorea, whereas 
only 11.5 per cent. were disabled by all forms of tuber- 


culosis.?. In the returns of November, 1934, the total 
number of invalids had fallen to 888, and the number 
of rheumatic, cardiac, and choreic children to 320, 
because the majority of children who are ill for long 
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are now dealt with at the Council 
children’s hospitals. The report goes on to say that the 
number of children absent on account of rheumatism 
chorea, and heart disease still forms a very considerabls 
proportion of the total, and proves how largely this 
group of diseases is responsible for ill-health in childhood 
especially among girls, who account for nearly twice pe 
many cases as boys.*® 


S Special 


periods 


Incidence in Adults 


It is not only in children that rheumatic heart disease 
is frequent. Early last year one in eight of all Medical 
patients in four of the principal hospitals in Edinburgh 
was suffering from rheumatic heart disease. During the 
year 1932 in thirteen hospitals in Great Britain, from 
Aberdeen in the north to Bristol in the south, 38.4 per 
cent. of all cardiac cases were of rheumatic origin.!® [py 
the Royal Infirmary of Edinburgh the corresponding 
figure was 52.8 per cent. 


Rheumatism is not only a crippling disease. It starts 
morbid processes which often lead to death. Carey 
Coombs estimated that 12,000 persons per annum die 


of rheumatic heart disease in Great Britain.* In England 
and Wales 1933 the total number of deaths 
from chronic endocarditis (valvular disease) was 24,919. 
Mitral valve which is usually due to acute 
rheumatism, killed 9,673 persons, whereas aortic valve 
which occurs mainly in syphilitic and senile 
patients, killed only 3,288. In England and Wales the 
ratio of deaths from rheumatic heart disease to deaths 
from all forms of tuberculosis (33,259) is therefore 
approximately 1 to 3.5. During 1934 in Scotland 1,884 
children died between the ages of 5 and 15; 248 died 
of tuberculosis ; 131 of heart disease—that is, the ratio 
of deaths from heart disease to deaths from tuberculosis 
was | to 1.8. 


during 
disease, 


disease, 


Causes of Death 
Acute rheumatism kills, and its victims are often young. 
According to Leonard Findlay acute rheumatism con- 
tracted in childhood fails to cause heart disease in one- 
third of the patients, another third die of rheumatic 
heart disease within ten years, the remaining third 
become cardiac cripples who ultimately ‘‘ swell the death 


rate from rheumatic heart disease, which reaches its 
maximum incidence during the age period 34 to 45 
years.’’> Among the chief causes of death the sequelae 


of acute rheumatism are fast usurping the place held in 
the past by tuberculosis. Nevertheless, little official 
cognizance is taken of rheumatic heart disease. For 
example, the sixth annual report of the Department of 
Health for Scotland, published in 1934, considers the 
health of the school child under the headings of nutti- 
tional, dental, and other defects, but does not mention 
rheumatism. Five pages are devoted to tuberculosis, one 
page is allotted to venereal diseases ; scarlet fever, 
diphtheria, measles, and infective jaundice receive due 
recognition, but there is no reference to rheumatism. 
Similarly in the Registrar-General’s Statistical Review of 
England and Wales published in 1935 acute rheumatism 
as a cause of death from heart disease is entirely ignored. 

Against tuberculosis there is an active national crusade, 
and there is a comparable campaign against venereal 
diseases. Much is being done to protect the community 
from tuberculosis and to lessen the death rate not only 
from that disease, from cancer, and from syphilis, but 
also from industrial diseases, which do not cause such 
widespread disability and severe economic loss and so 
heavy a death rate as does acute rheumatism. It is 
therefore right and proper that an active crusade against 
acute rheumatism should begin. The campaign is bound 


to be long and difficult, because the whole problem com 
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ACUTE RHEUMATISM 


—— . . 
acute rheumatism, its nature, origin, prevention, 


erning 
pe cure, is far more complex than that of many other 
dates The fundamental difficulty is that we do not 


know what acute rheumatism is, nor why it arises in one 


person and leaves another unscathed. 


Problem of Causation 


Many of the manifestations of acute rheumatism point 
to its being an infective disease. According to one school 
of thought, embracing Coburn,” Swift,’ and Klinge,® an 
acute rheumatic illness is a reaction to an antigen-antibody 
complex in a hypersensitive individual. The alleged 
hypersensitivity is not an inborn error, but, like an 
undue susceptibility to tuberculosis, is acquired, and is 
the expression of faulty reaction to environmental factors, 
the precise nature of which is still unknown. Accord- 
ing to another theory the subject of acute rheumatism 
js either highly susceptible to a specific virus or has 
received a massive infection with that virus. A modifica- 
tion of this theory presupposes symbiosis of a specific 
yirus with streptococci. 

We no longer live in dread of an epidemic of small-pox, 
typhus fever, or enteric fever ; tuberculosis is steadily 
being robbed of its terrors. Acute rheumatism, which 
has been aptly likened to a scourge, continues to take its 
heavy toll. The time has come for a crusade, active, 
vigorous, collective, and sustained, against this disease. 
The general principles to be followed in a campaign 
against acute rheumatism should be similar to those now 
being employed successfully against tubercutosis. 

The two diseases resemble each other in several respects. 
Bad environment and malnutrition are important factors 
in the causation of both diseases. In both the upper 
respiratory tract is probably the chief portal of infection, 
whence it becomes disseminated. In both diseases there 
are exudative processes, and also cellular reactions within 
connective tissue which eventually heal. 

The problem may be considered under three aspects: 
first, the cardiac cripple ; secondly, the rheumatic subject 
who is not yet affected with heart disease ; and thirdly, 
the pre-rheumatic subject. 


Cardiac Cripples 


All the measures now employed to alleviate the suffer- 
ings of those who are crippled by rheumatic heart disease 
must be maintained and their scope extended. These 
patients need more frequent and closer supervision by 
the family doctor or through the agency of heart c‘inics. 
In every part of the country there are voluntary agencies 
helping to promote the welfare of children who are suffer- 
ing from rheumatic heart disease. There are convalescent 
homes where a child may stay for several weeks. In a 
few centres there is a convalescent hospital in which a 
patient may reside for months. There are cripp!es’ homes 
and cripples’ aid societies, designed specially for ortho- 
paedic cases, into which a few children suffering from 
heart disease may be admitted. Neither cripples’ homes 
nor orthopaedic hospitals, however, are the best places for 
children suffering from rheumatic heart disease ; children 
suffering from orthopaedic defects are often encouraged 
to take exercise, whereas those suffering from rheumatic 
heart disease must be encouraged to rest. Further, there 
are institutions in which a few patients suffering from 
incurable heart may find some relief. But 
cripples’ homes, cripples’ aid societies, and hospitals for 
incurables cannot deal with more than a fraction of the 
theumatic cases, and the responsibility for treating most 
of those patients must fall upon the local authorities. 
They should provide residential hospital accommodation 
for cardiac cripples. 


disease 


Children who are suffering from rheumatic heart disease, 
but are not yet gravely crippled, may be able to attend 
the special schools for physically defective children. For 
a number of years before the cardiac patient becomes 
completely crippled he may still be able to undertake 
light work, whether skilled or unskilled, without suffering 
any discomfort or harm. Because of his cardiac disability, 
however, he finds it difficult to obtain suitable employ- 
ment. There is room in this country for benevolent organ- 
izations similar to the ‘‘ Aide aux Cardiaques’’ in Paris, 
and the Heart Association in Philadelphia, which helps 
to train such disabled persons and to find employment 
for them in light, sheltered occupations.'* 


Rest and Residential Treatment 


Those who are suffering, or have recently suffered, from 
acute rheumatism, but who are not yet affected with 
rheumatic heart disease, need a long course of treatment. 
It is doubtful whether uncomplicated cases of acuie 
rheumatism are always given a sufficiently long period of 
rest. Every frank case of acute polyarthritis should have 
three months’ complete rest under skilled nursing, in the 
hope of thereby lessening the risk of carditis. Other 
rheumatic manifestations, such as erythema nodosum and 
chorea, which are apparently trivial but in reality serious, 
need a similar period of rest. Convalescence should last 
for perhaps six months, during which time the patient, 
if a child or adolescent, should reside in a convalescent 
home or hospital, where the environment is of the best 
and where he can obtain not only the physical rest of 
which he is in need, but also a measure of education 
tempered to his capacity. 

The residential home should be in the vicinity of the 
city rather than far from it, in order that no undue 
difficulty may be placed in the way of parents visiting 
their children. But while the provision of residential 
homes for convalescent rheumatic patients is clearly neces- 
sary the benefit conferred thereby is admittedly not lasting. 

It has even been thought that by living in healthier 
surroundings rheumatic children lose some degree of im- 
munity and become more susceptible to the disease. In 
the U.S.A. rheumatic children who had benefited greatly 
after their transfer from comparatively cold northern 
States to warmer and sunnier southern States relapsed 
after their return home.’ The school medical officer to 
the Londen County Council, however, considers that resi- 
dential hospital treatment is of distinct value, and accord- 
ing to him, the belief that ‘‘ the prevention of cardiac 
crippling depends on early and prolonged treatment of 
juvenile rheumatism becomes even stronger as information 
about this obscure disease accumulates.’’ ‘‘ Rheumatism,’’ 
he writes, ‘‘ cannot be prevented until more has been 
discovered about its aetiology, but there is good hope 
that its devastating effects on the heart can be minimized 
or avoided altogether by early and prolonged rest.’’* 

After the acute phase of the rheumatic illness has passed 
an attempt should be made to eliminate infective and toxic 
foci in mouth, nasal sinuses, and elsewhere, in order that 
the risk of reinfecting a damaged valve may be lessened. 


Necessity for After-care 


Like the tuberculous or syphilitic subject the rheumatic 
patient should remain under medical observation for several 
years. Having once been frankly rheumatic he may, 
indeed often does, suffer from time to time from further 
rheumatic manifestations needing prompt treatment. The 
rheumatic child who does not continue under medical care 
is just the type of case in which, some years later, gross 
mitral valvular disease and a failing heart are discovered. 
The child ought to have been under the supervision of 
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the school medical service and attending a ‘‘ rheumatic 


clinic,’’ ‘‘ heart clinic,’’ or supervisory centre ’’— 
namely, an out-patient clinic where children suffering from 
rheumatic heart disease receive supervision, care, and 
advice. In some cities the clinic is housed in, and main- 
tained by, a voluntary hospital, and the scope of its work 
is limited to children who have been in-patients in the 
hospital. In other cities the cardiac or rheumatic clinic 
is partly or wholly under the control of the municipality, 
and deals with a large number of cases. In Bristol, for 
example, the clinic co-operates closely with family doctors 
and with school medical officers, who refer to the clinic all 
children with a history of heart trouble or in whom sus- 
picious signs are found. If out-patient treatment is de- 
sirable the child is either referred to its family doctor or 
to the out-patient department of a hospital. If institu- 
tional treatment is necessary the child is recommended for 
admission to hospital.!. Rheumatic clinics are dealing 
essentially with children in whom there is evidence of 
cardiac involvement. An attempt to study and follow up 
every case of vague joint pains might render the present 
clinics unworkable. 


Supervisory Centres 


One of the great benefits conferred on the com- 
munity by the Local Government Act of 1929 has been 
the transfer of Poor Law hospitals to local authorities, 
who are now providing more hospital accommodation for 
those, inter alia, who are suffering from acute rheumatism 
and rheumatic heart disease. The ‘‘rheumatism scheme 
of the London County Council affords a good illustration. 
Under this scheme, in close co-operation with the volun- 
tary hospitals, 5,466 children were observed at the seven- 
teen supervisory centres of the London County Council 
during 1934; the figure for the total attendances was 
15,340, this being more than twice that of 1930; 1,571 
children were nominated for residential treatment, and 
1,096 were admitted to special hospitals. The close co- 
operation which the London County Council maintains 
with voluntary agencies, including all voluntary hospitals 
in London, permits of the latter working “‘ not in isola- 
tion, but as a comprehensive unit of children’s care.’’? 
But unfortunately the useful work done by rheumatic 
or heart clinics and supervisory centres—whether they 
are voluntary agencies or administered by local autho- 
rities—does not extend to patients after school age. 


Rheumatic Clinics 


In every city or county town there should be one or 
more rheumatic clinics to which there may be referred 
for advice and supervision pre-school children, rheumatic 
and cardiac children attending ordinary and _ special 
schoo!s, and other rheumatic patients, whether children, 
adolescents, or adults, who have been discharged from 
voluntary and local authority hospitals. The clinic 
should be held within a hospital or dispensary in order 
that a thorough examination—clinical, radiological, and 
electrocardiographic—may be made of each patient. As 
the after-care of the patients at a clinic implies a com- 
prehensive ‘* follow-up ’’ department, the problem is too 
large for any voluntary organization, and the ciinic or 
supervisory centre and the “‘ follow-up’’ department 
ought to be under the direction of the medical officer 
of health. The rheumatic clinic should receive the same 
meed of recognition from the public and from the local 
authority as does the tuberculosis dispensary and, like the 
latter, should be the agency whereby inquiry can be 
made into the patient’s environment and the health of 
other members of the family, particular search being 
made in them for the earliest manifestations of 
rheumatism. 
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The problem in respect of these two groups of cases 
—namely, the cardiac cripple and the patient who js 
frankly rheumatic but not suffering from rheumatic heart 
disease—is admittedly a large one, but is even now bein 
faced, and in some measure met. A general adoption by 
local authorities of rheumatic organizations similar to 
those of the London County Council is imperatively 
needed. 


Prevention 


It is not enough to care for cardiac cripples and treat 
patients suffering from acute rheumatism. We must try 
to prevent the occurrence of these conditions. The re. 
rheumatic subject presents a most difficult problem, 
Better personal and social hygiene has lessened the 
ravages of tuberculosis, but has not yet had any appre. 
ciable influence upon rheumatism. The family doctor, 
child welfare schemes, school medical service, and volun. 
tary agencies are striving to promote the well-being of 
chi.dren, and thus incidentally to prevent acute rheum. 
atism and its dreaded sequelae. The doctors and nurses 
who are working under a child welfare scheme, which jg 
essentially preventive and consultative, exercise some 
supervision over the health of children until they attain 
school age. Thereafter they come under the supervision 
of the school medical service, and, together with other 
defective children, enjoy the benefit of periodic medical 
examinations. Among auxiliary organizations for the 
promotion of health are holiday homes, where numbers 
of children receive the benefit of a country holiday. . None 
of these agencies are obviously lessening the frequency 
of acute rheumatism. Further preventive measures will 
have to be taken, and they should begin early in life, 
The Educational Institute of Scotland rightly advocates 
the medical inspection of pre-school children, the develop- 
ment of nursery schools, and the better education of 
parents in matters of child life and health. 


Scheme for Notification 

In starting any preventive scheme local authorities must 
have the support of public opinion. The people of this 
country are now alive to the dangers of tuberculosis, but 
are not yet aware of the rheumatic scourge in their midst, 
One definite forward step would be the notification of 
acute rheumatism. As a sudden reform is apt to excite 
resentment, the voluntary notification of acute rheum- 
atism would be a useful precursor of compulsory notifica- 
tion. If the disease were notifiable, important information 
would become available regarding the seasonal prevalence 
of the disease, as well as its general and local in- 
cidence. By its house incidence we should learn whether 
the slums are, in respect of acute rheumatism, Public 
Enemy Number 1. A new impetus would be given to 
the s.um-clearance movement. Notwithstanding demoli- 
tion orders or closing orders many of our townsfolk still 
dwell in houses which are dark, damp, overcrowded, and 
insanitary. If the infective agent of acute rheumatism 
is transmitted by droplet infection from sick persons of 
carriers, overcrowding cannot fail to spread the disease. 
Its prevalence will lessen after the poorer classes of the 
community have been provided with healthier homes. 

It should, however, be borne in mind that acute 
rheumatism is not confined to the poorer nor even to the 
well-to-do artisan classes living in large industrial centres. 
The disease occurs in all sections of the community, 
although, as might be expected, it is comparative.y rare 
in the children of the weaithier classes, in whom appat- 
ently trivial illnesses such as tonsillitis, corvza, and other 
infections of the respiratory tract are less apt to be 
neglected, who are better housed, fed, and clothed, and 
have fuller oppertunities for open-air recreation and 
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é 
country holidays. A child’s mode of life, however, 
may be unphysiological, even although the economic and 
social circumstances in which it is living are of the best. 
Although the value of day nurseries, open-air schools, 
playgrounds, and playing-fields for our city children is 
being increasingly recognized, our town-bred children are 
still in need of more fresh air and sunshine. 

The frequency with which acute rheumatism is pre- 
ceded by acute tonsillitis indicates the great importance 
of preventing tonsillar infection, while chronic nasal and 


nasopharyngeal catarrh and mouth-breathing should not 


be neglected. 
Co-ordination 


At present a rheumatic child may be under the care 
or supervision successively of a child welfare scheme, 
children’s hospital, family doctor, school medical service, 
national health insurance practitioner, and general hos- 
pital—none working in collaboration with another. The 
activities of all agencies engaged in the prevention and 
treatment of rheumatism, whether they are voluntary 
or civic, whether they are dea‘ing with clinical, laboratory, 
or administrative matters, ought to be co-ordinated under 
one head, a rheumatism medical officer, whose functions 
would be comparable to those of a tuberculosis officer 
or V.D. officer, and who would likewise be responsible 
to the medical officer of health. 

The Government is now awaking to the fact that 
measures ought to be taken to lessen the ravages of acute 
rheumatism. The Board of Education has issued a 
circular indicating the means whereby effect may be given 
to that part of the Government's educational programme 
which does not require legislation. The circular draws 
attention to the ‘‘ need for increased provision for the 
special institutional treatment of children suffering or 
convalescent from acute rheumatism, since that condition, 
if not suitably treated, may lead to heart disease.’’ It 
is suggested that this important problem may be met 
by using existing voluntary agencies or by co-operation 
in establishing the necessary residential schools. The 
Scottish Education Department has issued a_ similar 
circular drawing attention to the fact that ‘‘ children 
who are ailing, debilitated, or in any way handicapped 
by their physical condition need special care.’’ The 
department indicates that ‘‘ it will be for authorities to 
review the provision of day open-air schools, residential 
schools, and holiday homes ’’ and “‘ to extend the accom- 
modation where it is inadequate.” 

The onus of instructing the people, local authorities, 
and the State regarding health measures rests upon the 
medical profession, which has therefore the bounden duty 
of advising the community regarding the measures that 
ought to be taken to curtail the scourge of acute rheu- 
matism. Now is a propitious time for that advice to 
be given. 
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During recent years the number of  thoracoplasty 
operations performed in the treatment of pulmonary 
tuberculosis has steadily increased. In England the 
operations have been performed mainly by a few sur- 
geons who have specialized in thoracic surgery, and who 
have by experience learnt which cases are suitable ; 
but judging by the number of surgeons who have been 
attending operations at the Brompton Hospital it is 
probable that the operation will in the future be per- 
formed more frequently by general surgeons. These, 
however good their technique, will have had much less 
experience in the selection of cases. The increasing 
interest in thoracoplasty as a method of treatment is not 
confined to surgeons ; many more doctors are sending up 
patients for operation, but often they are entirely unsuit- 
able. There is thus some danger that unsuitable cases 
will be chosen for operation and, as improvements in 
technique are always occurring, that some patients will be 
rejected who would be suitable in the hands of the 
skilled surgeon. 

In considering what type of cases are likely to be 
benefited by thoracoplasty it is necessary to emphasize 
the fundamental fact that thoracoplasty affects directly 
only a local area of the lung, whereas pulmonary 
tuberculosis affects the whole body. In every case of 
active pulmonary tuberculosis, in addition to the obvious 
diseased areas, tubercle bacilli are present in apparently 
healthy areas of the lung, in mediastinal glands, and 
intermittently in the blood stream. 


Selection of Cases 

The patient suffering from pulmonary tuberculosis is 
menaced in two ways: by (1) the spread of, and poisoning 
from, obvious lesions in the lungs, and (2) the appearance 
of new areas of disease by haematogenous or bronchogenous 
seeding. His need, therefore, is not only to win a local 
victory by healing a specific lesion, although this may be 
essential, but to regain his sovereignty over the tubercle 
bacilli in his body. The immediate effect of thoraco- 
plasty can only be local, though secondary general results 
may and do occur ; lesions in other areas may improve as 
the result of favourable changes in the immunological 
process produced by the improvement in the main lesion, 
but the changes are not uniformly beneficial, especially 
during the period immediately following the operation. 
Even locally thoracoplasty can only be a therapeutic 
success if healing was previously prevented by the 
mechanical causes which have been removed. 

Thoracoplasty should be considered in all cases ot 
pulmonary tuberculosis which have not achieved arrest 
of the disease by other means, but before recommend- 
ing a thoracoplasty in any case the following conditions 
must be satisfied : 

1. The lesion for which it is proposed must be the 
type which will heal if mechanical impediments are 
removed, and the thoracoplasty must be likely to 
remove them. 

2. If lesions are present in the other lung they must 
be ‘‘ inactive.”’ 

3. Fresh “‘ flares ’’ in apparently healthy areas must 
be improbable. 

4. The patient must be fit for the operation. 

5. The patient must have reached the most favour- 
able moment for the operation. 
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7. The functional result is all that matters to the 
patient, so it must be clear that a good functional result 
will be obtained. 


Comparison with Artificial Pneumothorax 

Pulmonary tuberculosis usually begins as an acute 
lesion, although often the general reaction is negligible. 
This lesion spreads or heals according to the resistance 
and environment of the patient. Frequently , partial 
healing takes place, and a system of caseation, cavitation, 
and fibrosis ensues. When this stage is reached com- 
plete rest or an artificial pneumothorax are indicated 
to produce arrest of the disease, and thoracoplasty does 
not come into the picture until these have failed. 

The effects of a thoracoplasty are not the same as 
those of a complete artificial pneumothorax. The former 
produces neither the interference with the blood and 
lymph supply nor so complete a collapse as is obtained 
by the latter. A successful artificial pneumothorax is 
more efficient and less dangerous than a thoracoplasty, 
and should always be tried before a thoracoplasty, but 
should not be persisted with if inefficient. It has been 
urged that with large apical cavities extending apparently 
nearly to the pleura a pneumothorax is dangerous, and a 
thoracoplasty should be done immediately ; I think that 
this idea is mistaken, for provided the pressures are kept 
low the adhesion joining the cavity to the chest wall will 
not be in danger of rupture. Although the pneumothorax 
is frequently unsuccessful, if collapse of a healthy lower 
part of the lung is obtained it will be protected during 
an upper-stage thoracoplasty from the disaster of an 
aspiration spread into the lower lobe, and can be allowed 
to re-expand slowly after the operation, when the danger 
is passed. 

Type of Lesion 

Ultimate success as a result of thoracoplasty seldom 
occurs in a patient with poor resistance. The appearance 
of fibrosis in the lesion is evidence of resistance in the 
patient, and without this evidence the thoracoplasty is 
usually contraindicated. Thoracoplasty produces its 
results by allowing the lung to retract, and so the only 
lesions which will be benefited are the fibroid or fibro- 
with cavitation. In this type of lesion if rest 
and artificial pneumothorax have failed it is because 
retraction is prevented by adhesions. Thoracoplasty 
allows retraction in the presence of adhesions, and it is 
here that its scope hes. But even if the case is of the 
fibrotic type, and thus likely to heal if retraction is 
allowed, thoracoplasty is not always successful in closing 
the cavities. 

A thoracoplasty 
thoracic cage, 


caseous, 


circumference of the 
and hence the area available for the lung, 
provided that the mediastinum remains in the same posi- 
tion. Unfortunately in some cases the mediastinum is 
weak and gives way more easily than the cavities close. 
This is most likely to occur if the mediastinal structures 
are pulled to the affected side, if there is little evidence 
of fibrosis on the inner side of the lung, and if the cavity 
is not separated from the mediastinum by a considerable 
lung tissue ; but it is impossible to be certain 
before operation whether the mediastinum is mobile. In 
cases where this is suspected it is well to be prepared 
to do an axillary stage, especially as at the subsequent 
peration it is frequently found that the mediastinum has 
fixed. 
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area of 
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Lesions in the Opposite Lung 

A few years ago any lesion in the opposite lung was 

held to contraindicate a thoracoplasty on the worse side. 

Experience has that many cases with disease on 


the other side 


proved 

yo through the operation without trouble. 

Before deciding to operate it is necessary to make sure 
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that the disease on the sounder side is not progressive 
Occasionally in apical disease this can be decided on the 
w-ray findings. Otherwise the operation should be de. 
layed and the patient kept in bed until, by serial *-Tays 
; 
it can be decided that the lesion is quiescent as shown by 
the unchanged appearance. If the lesion appears to be 
improving further delay is usually advisable as the jm. 
provement may continue, and it is unlikely that the 
worse side will deteriorate under rest in bed. Even jg 
quiescent the lesion must be considered from the point of 
view of position and magnitude. A lesion involving more 
than about a quarter of the lung should usually contra. 
indicate the operation. Apical lesions are usually most 
benign and a fair amount of quiescent disease can be 
allowed, including small cavities. If the lesion is in the 
middle or lower lobes the amount of disease allowable jg 
much less, and a cavity is a definite contraindication. Ip 
these areas no doubt must exist that the lesion is com. 
pletely quiescent. Dry pleurisy seldom leads to trouble 
if there is no x-ray evidence of infiltration of the lung. 

A patient unsuitable for thoracoplasty because of 
opposite side lesions may be made suitable by prolonged 
rest in bed. It should always be remembered that a 
thoracoplasty is never an emergency operation. If g 
patient under this treatment, pending a thoracoplasty, 
develops a spreading new lesion on the other side, it ig 
pretty certain that he would have done so if the thoraco 
plasty had been performed. 


Flares ” 

One of the most disheartening features in the treatment 
of pulmonary tuberculosis is the sudden appearance of 
new disease in apparently healthy areas of lung. Most of 
these deposits are haematogenous ; some patients seem 
far more prone to them than others, but it is impossible 
to say who are the susceptibles. The only clue lies in 
the history. Cases which have started acutely with febrile 
attacks and whose lesions have cleared completely without 
fibrotic strands are more likely to have these 
spreads. With this history thoracoplasty should be 
embarked upon only after an adequate preparation by 
complete rest. 

The other cause of “‘ flares ’’ is by aspiration of infected 
material from diseased to healthy parts of the lung. 
Recent physiology tells us that the main rebreathing 
takes place between the upper and lower lobes of the same 
side, and if many spreads occur by this means new lesions 
on the same side would probably be much more common 
than on the healthy side, which is not so. The only 
common aspiration spread is where a brisk haemoptysis 
takes place, and here the physical conditions are changed. 
Aspiration spreads into the lower lobe of the diseased lung 
do sometimes occur after an upper-stage thoracoplasty 
when the lower part of the thorax is intact. It is curious 
that this complication frequent in 
America than in England. The prevention, however, is 
a matter of surgical technique, and cannot be dealt with 
here. As successful thoracoplasty will make this method 
of spread less likely it need not be discussed further. 


leaving 


seems to be less 


Fitness for Operation 

The age of the patient is important. Generally speak- 
ing, patients under 20 and over 55 are unsuitable ; 
adolescent cases because the disease is of a type in which 
‘flares ’’ occur, and the later middle-aged because the 
heart muscle is frequently unhealthy and the recupera- 
tive powers are on the decline. Every case, however, 
must be taken on its merits. Any definite evidence of 
myocardial poisoning, incompletely compensated heart 
failure, or inefficient kidneys is a contraindication. 
Patients who have had pulmonary tuberculosis for many 
years must be approached with caution. If the course of 


the disease has been mainly atoxic the existence of the 
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disease over a long period will not usually affect the 
decision to operate. If there have been prolonged periods 
of toxaemia the outlook is not so favourable ; amyloid 
disease may have started, and the heart muscle may be 
in a much poorer condition than is apparent. Patients 
who are more acutely toxic, but in whom the disease 
has not been present for very long, do not present so 
much a problem as to whether the operation should be 


performed as to when the most favourable time has 
arrived. Active disease in other organs, except the 
larynx, usually excludes a thoracoplasty. Tuberculous 


laryngitis is not a contraindication, as it is always 
secondary to the lung lesion. Cases with bronchitis must 
be approached with care, and if the bronchitis is extensive 
it constitutes a contraindication ; most of these have a 
low vital capacity. If for any reason the vital capacity 
js more than 50 per cent. below normal, great care should 
be taken in planning the operation to put the minimum 
amount of functioning lung out of action. 


When to Operate 

In considering thoracoplasty nothing is more important 
than the choice of the correct time for operation. If it 
is possible by means of rest in bed with adjuvant treat- 
ment or by less drastic collapse methods to make the 
patient fitter, this should be done. On the other hand, 
the operation should not be postponed if the limit of 
improvement by such means has been reached. Speaking 
generally, if the limit of improvement by other means 
has been reached the case requiring thoracoplasty will 
tend to become a less favourable risk as time goes on. 
When the patient knows that thoracoplasty has been 
decided on, undue delay should be avoided unless there 
is a reason for it. It is the duty of the physician to 
present the patient to the surgeon in the best possible 
psychological as well as physical condition. 


Problems of Technique 

The tuberculous patient if not very toxic stands up 
to short operations comparatively well, but the mortality 
rises rapidly as the time taken for the operation increases ; 
hence the experienced and dexterous surgeon operating 
with a skilled assistant will always obtain better results 
than surgeons who perform the operation infrequently. 
A skilled anaesthetist with a wide experience of thoracic 
surgery will help greatly in obtaining good results. On 
the Continent thoracoplasty is often performed under local 
anaesthesia only. Equally good results are claimed, but 
the preference for this method is probably due to 
the scarcity of skilled anaesthetists, and the effect on the 
morale of patients (at any rate British) is often bad. It 
will thus be realized that a surgeon should be able to 
widen the scope of the operation if he is working with a 
trained team as compared with what he could safely 
undertake with less skilled assistance. But a skilled team 
at the operation is not sufficient in itself: the immediate 
after-care has many pitfalls for the inexperienced. No 
physician should recommend a thoracoplasty unless he 
is satisfied that adequate technical skill and conditions 
are present. 

In England the weather must be considered ; person- 
ally I prefer to avoid recommending cases to surgeons 
for thoracoplasty in London between November and 
March, unless there is special cause. The onset of foggy 
weather or the intervention of an attack of influenza 
during the week after the operation is likely to lead to 
bronchopneumonia with fatal results. 


The Functional Result 
The patient needs the greatest possible physical and 
mental health. The anatomical and radiological results 
only interest him from their bearing on this point of 


THORACOPLASTY iN PULMONARY TUBERCULOSIS 


view. Figures have been published recently by Brown 
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““ good chronic cases,’’* treated at Trudeau Sanatorium, 
80 per cent. are alive and 50 per cent. are working 
at the end of five years, and 64 per cent. are alive 
and 52 per cent. are working at the end of ten years. 
It must be remembered, however, that Trudeau patients 
are frequently well-to-do and likely to live under good 
conditions ; thus the figures are not generally applicable. 

The subject of a thoracoplasty is crippled to a lesser 
or greater degree. The mortality from the operation, 
though small, is not negligible. There are thoracoplasty 
cases which are physical and mental wrecks, though no 
longer suffering from active tuberculosis. Hence the 
patient’s probable condition with or without the operation 
must be considered from a wide angle. 

Thoracoplasty represents the last stage in the active 
treatment of any tuberculous lesion in the lung. An 
error made in the selection of the case, or the stage in 
the disease when the operation is performed, can never 
be repaired, but in no form of treatment will skilled 
collaboration between the physician and the surgeon be 
more amply repaid. 


A NOTE ON LARYNGEAL VERTIGO 
WITH RECORD OF CASE 


DOUGLAS K. ADAMS, M.A., B.Sc., M.D., 
M-R.C.P.,. 


FIRST ASSISTANT TO REGIUS PROFESSOR OF MEDICINE, GLASGOW 
UNIVERSITY ; VISITING PHYSICIAN, STOBHILL HOSPITAL, 
GLASGOW ; CONSULTING PHYSICIAN, DUMFRIES AND 
GALLOWAY ROYAL INFIRMARY, DUMFRIES ; 

ASSISTANT PHYSICIAN, WESTERN 
INFIRMARY, GLASGOW 


The following case is of interest on account of its rarity. 
The patient, a manufacturer aged 35, gives the following 
account of his illness. E 

In March, 1935, he developed a severe cough, which 
persisted for a period of three weeks. In view of its 
spasmodic nature he thought that it might be whooping- 
cough, from which disease he had not previously suffered. 
During one attack of coughing, while walking in his 
garden, he suddenly became momentarily unconscious, 
and fell to the ground. He immediately regained con- 
sciousness, and on entering his house made the remark 
‘‘ Have I been sleeping?’’ The attacks of coughing sub- 
sided, but in April his wife and two children developed 
a spasmodic cough, which was medically diagnosed as 
whooping-cough. All three recovered from a mild attack 
of this illness without the occurrence of any compl cations. 
Towards the end of August the patient’s cough returned. 
On August 29th, during an attack of coughing, which 
was unaccompanied by cyanosis, he again became moment- 
arily unconscious, and fell to the ground. He states that 
on recovering from the attack he felt slightly sleepy. On 
a subsequent occasion while coughing he fell into the 
fireplace and sustained serious bruising. Up to this point 
he had not been inclined to regard his illness seriously. 
In the next attack he was driving his car when he com- 
menced to cough. Realizing the danger in which he was 
placed he attempted to stop the car, but before he 
could do so he had become unconscious and crashed into 
a tree. When he regained consciousness he found the car 
had travelled a distance of twenty-five yards. His head 
had fallen forward on the steering-wheel and he had 
sustained extensive bruising. 


*A “good chronic’”’ is a case with a cavity at least 2 cm. in 
diameter which for three months has had no symptoms of toxaemia 
on some exercise. Tubercle bacilli may or may not be present, 
but expectoration must not be excessive. 
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He consulted Dr. Bryson, who suggested that he might 
be suffering from laryngeal vertigo, and recommended 
further investigation and observation. During the first 
fortnight of September he became unconscious on ten 
occasions, in each instance following an attack of coughing. 
None of these seizures were observed medically or by 
any member of the nursing staff of the institution in 
which he was a patient, a fact which was due to their 
sudden onset and brief duration. He gives the following 
account of his sensations. 


The Type of Attack 

In every instance the attack of coughing was initiated by 
what he describes as a tickling sensation in the back of his 
throat and upper part of his windpipe. He found from his 
own observations that the attacks of coughing fell into two 
groups. The more frequent attacks consisted of very severe 
coughing, in which he had to hold on to furniture for support, 
to prevent him from falling. At this stage he felt slightly 
giddy, but on no occasion did he experience the sensation 
of objects revolving round him. When the cough subsided 
he developed severe generalized shaking of his body and 
limbs, and felt that the cough had ‘‘ taken a lot out of him.’’ 

Less frequently the attacks of coughing were not so severe. 
They also were initiated by the same tickling sensation. He 
would give three, or at most four, coughs of very slight 
degree and then, without any warning, would become 
momentarily unconscious and fall to the ground. No attack 
of coma lasted for more than a few seconds. He would 
pick himself up and resume whatever he had been doing. 
He usually felt somewhat sleepy after the attack. 


These attacks of coughing have been’ witnessed 
repeatedly by relatives and friends, but on only one 
occasion was he under observation when actually un- 
conscious. The witnesses state that he was unconscious 
for only a few seconds, and showed no involuntary 
movements of any kind. He was treated first by bromides 
and belladonna, and later by luminal in large doses, but 
the treatment had no effect on his seizures, which were 
steadily increasing in frequency. 


Clinical Findings 

Previous Health.—Eight years previously he had suffered 
from an attack of phlebitis, followed by pulmonary embolism, 
He had not suffered from whooping-cough in childhood. 
Otherwise his medical history contained no fact of note. 
There is no record of any epilepsy having occurred in his 
family. 

Present Condition.—He is a man of 35 vears of age, 6 feet 
in height, and weighing 18 stone. He is of a somewhat 
phlegmatic disposition, with a_ well-balanced outlook on 
business matters. No abnormality was detected on examina- 
tion of heart, lungs, and abdomen. The blood pressure was 
120/80. The urine contained neither sugar nor albumin. 
The tendon reflexes throughout the boGy were normal. The 
plantar responses were flexor in type. No defect was detected 
on examination of the sensory neurones. The pupils were 
equal and reacted normally. The optic disks and fundi 
showed no abnormality, and the fields of vision were normal. 
He gave no history of any visual defect. Sphincter control 
was not impaired. X-ray examination of the skull was 
negative, the pituitary fossa appearing normal. X-ray exam- 
ination of the chest revealed no abnormality, except for a 
basal thickening of the pleura. The Wassermann reaction 
was negative. 

He was seen in consultation with Dr. George Brand on 


September 7th. Dr. Brand found a septal deflection towards 
the left side, with crusting in both nares. The nasopharynx 
was healthy, except for an excess of mucus. The pharynx 
was congested. The tonsils were moderate in size, and 


there was no glandular enlargement. The laryngeal mucosa 
was injected and the cords were pink in colour. The hearing 
abyrinth tests were normal. With the 
object of removing a potential source of irritation, submucous 
resection was performed on September 17th, 1935. He made 
uninterrupted recovery, and since the date of his operation 
has had no attacks of unconsciousness, although on two or 
three occasions he has had fairly severe fits of coughing. 
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Points in Diagnosis 
The diagnosis of this case presents points of unusual 
interest. The possibility of a laryngeal crisis of tabes 
can be excluded by the history, the normal physical 
neurological findings, and the negative Wassermann reac. 
tion. The normal findings as regards tests for labyrinthine 
function exclude vertigo of aural origin, in which con- 
dition consciousness is not lost. The absence of any 
history of tonus or clonus during an attack excludes 
an ordinary epileptic seizure of the grand mal type. 
There is no history of any digestive derangement which 
might form a basis for attacks of vertigo. His appetite 
is uniformly good, and is, indeed, above the average. 
Historical Note 

The term “laryngeal vertigo ’’ was introduced by 
Charcot in the year 1876. It is a remarkable fact that 
few, if any, of the ordinary British medical textbooks 
even mention the condition, which would appear to he 
largely unknown to the present generation of clinicians, 
A possible explanation of the omission of this disease 
from current standard works might lie in the fact that 
Charcot’s communications on the subject have not been 
included, so far as I can ascertain, in the English trans- 
lation of his works published by the New Sydenham 
Society in 1889. In November, 1876, Charcot applied 
the term “‘ laryngeal vertigo ’’ to a series of cases which 
he communicated to the Société de Biologie.' In 1879 
Decaisne? reviewed a case published by Gasquet*® in 1878 
under the same title. This case is so closely similar to 
the one above described that it may be briefly translated 
and summarized as follows. 

An admiral on half-pay, who had always enjoyed excellent 
health, at the age of 70 developed a severe bronchitis, with 
spasmodic cough and attacks of dyspnoea occurring several 


times a day. At this time he became subject to seizures, 
of which he gave the following description. He would 


suddenly lose consciousness and fall to the ground. At the 
end of two or three minutes he would recover, but remain 
for some time in a dazed condition (étourdi). The attacks 
were restricted to these phenomena without accompanying 
convulsions or crises. The patient was treated successively 
for a cerebral condition, for epilepsy, and for vertigo of gastric 
origin, without success. At the end of a certain time he 
noted that the attacks, which returned at very irregular 
intervals, were always preceded by an irritation of the larynx 
and by a spasmodic cough, although an attack did not con- 
stantly follow these symptoms. He therefore decided to have 
his larynx ‘‘ seriously attended to.’’ This was followed by 
the complete disappearance of the attacks, the patient 
remaining in good health for a period of nine months. 
Decaisne commented on the similarity of this case to 
the cases described by Charcot. In one of Charcot’s 
patients' the attack was always ushered in by a tickling 
sensation situated a little above the larynx and accom: 
panied by a short soft cough. Suddenly the patient would 
lose consciousness and fall. During the attack onlookers 
noticed that the face became cyanosed and he developed 
convulsive movements of the face and one arm. The 
tongue was not bitten, and bladder control was retained. 
The attack was of very short duration, and at its termina- 
tion the patient would rise up without mental confusion 
and continue his conversation in a consecutive fashion. 
On each occasion the attack of unconsciousness was pre- 
ceded by a tickling sensation in the larynx and by a 
cough. The attacks of coughing were not invariably 
followed by loss of consciousness, the patient experiencing 
a sensation of giddiness, which he was not able to define 
clearly, but which did not cause him to fall to the ground, 
Charcot was inclined to think that in these cases the 
starting-point of the sequence was an irritation of the 
afferent nerves of the larynx, and he regarded the con- 
dition as being analogous to the vertigo of Méniére’s 
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disease. He prescribed cauterization of the pharynx with 
nitrate of silver, and counterirritation to the front of 
the neck. He also recommended the administration of 
otassium bromide in large doses, with apparently success- 
ful results. In the same year Sommerbrodt* described the 
case of a man of 54, who suffered from epileptiform 
seizures with laryngeal symptoms. The recognition and 
removal of a laryngeal polypus was followed by clinical 
recovery. In Charcot’s series a sensation of tickling or 
purning in the larynx or the upper part of the trachea, 
accompanied by cough, always preceded the fall and loss 
of consciousness. Convulsive movements in the face or 
one or more limbs were frequent. 
Bourneville,! in a review of the cases published by 
Charcot, Gasquet, and Decaisne, regards the condition as 
similar to epilepsy, with a laryngeal aura. He regards 
it as ‘(a more or less direct consequence of laryngo- 
bronchial affections developed under the influence of 
trivial causes.’’ In conclusion, he expresses the opinion 
that laryngeal vertigo is not a definite entity, and suggests 
that future investigations might include experimental 
stimulation of the superior laryngeal nerve in animals. 

It is also a noteworthy fact that subsequent references 
to this condition in the literature are almost entirely 
limited to the last century. 


in 


Review of Twenty-seven Cases 

One of the most important contributions on the subject 
js an article by De Havilland Hall. The author has 
collected twenty-seven cases, previously recorded by 
Lefferts,’ McBride,* Dauvin,’® Cartaz,!° Huguin,'! Garel'? 
Massei,'* Knight,'* Weill,'* and Armstrong,'® and adds 
one case observed by himself. In twenty-one of his 
twenty-seven cases the sex is stated, and it is a remark- 
able fact that, in all but two, men were attacked. The 
condition almost exclusively affects middle-aged patients. 
Granular pharyngitis, enlargement of the tonsils, and 
chronic laryngeal or bronchial catarrh are mentioned as 
the conditions most frequently associated. 

The exact. nature of the attack, De Havilland Hall 
states, has not been definitely settled. He mentions a 
congestive condition of cerebral vessels consequent on 
coughing. He quotes Massei, who regards it as an 
epileptic equivalent produced by irritation of the vagus. 
Charcot considered the term ‘‘ laryngeal vertigo ’’ should 
be restricted to cases in which the loss of consciousness 
appears independently of the passive congestion brought 
about by the cough, a limitation which applies to the 
case described in the present article. Krishaber makes 
use of the term ‘‘ spasm of the glottis of adults ”’ in 
describing the condition. 

Further review of the existing literature reveals a 
diversity of opinion as regards the exact nature of this 
syndrome. Buzzard’? states that laryngeal vertigo is a 
very rare condition, and that the trouble may be of an 
epileptiform nature. McKenzie'* regards it as a group 
of symptoms obviously related to epileptic petit mal. 
Thomson'’ refers to atmospheric conditions and tobacco 
smoke as precipitating causes. Jackson Coats?’ regards 
it as representing a spasm of the larynx transitional 
between a sensory and a motor neurosis, and emphasizes 
that attention must be paid to any reflex source of 
irritation. He also adds that it must be differentiated 
from the marked laryngeal spasm of whooping-cough. 
W. L. and H. C. Ballenger®! regard the condition as a 
neurosis, and quote Getchell as having collected seventy- 
seven cases, of which all but four were males. Negus*? 
states that laryngeal vertigo is ascribed by various observers 
to the slowing of the circulation, and quotes the following 
references: Hunt,2* Hunter,24 McBride.’ He states that 
persons with weak hearts are especially liable to the con- 
dition, and may die from it. In discussing the effects of 


increase of intrathoracic pressure, resulting from prolonged 
coughing, he quotes Starling”® as follows: ‘‘ Weber showed 
that by a forcible expiration with the glottis closed the 
pulse might disappear at the wrist, and the circulation 
be brought for a time to a standstill, so that even loss 
of consciousness might supervene.’’ 

Allbutt and Rolleston** also quote McBride as explaining 
the phenomenon by the act of closing the glottis, with the 
resulting intrathoracic pressure changes causing syncope 
or a tendency to syncope. Relief would follow relaxation 
of the spasm. While this would seem to be a reasonable 
explanation of the sequence of events in some instances, 
it certainly is not applicable to cases of the type described 
in the present paper, where the coughing was unaccom- 
panied by dyspnoea and cyanosis. 


Analysis of Cases 

On considering the cases previously described they 
would appear to fall into three-groups. In the first group 
one would place those cases in which coma follows severe 
and prolonged coughing, accompanied by extreme distress 
and dyspnoea. 

In the second group might be included cases with a 
laryngeal aura followed by coma and clonic movements of 
the limbs and other accompaniments of an epileptic fit. 

In the third group we have cases of the type described 
in the present article, where a slight attack of coughing, 
preceded by a tickling sensation in the larynx, is followed 
by momentary coma without clonic movements of any kind. 

It would appear, therefore, that laryngeal vertigo is 
not a definite clinical entity. The tickling sensation in 
the larynx seems to be a common factor. The associated 
conditions of minor abnormalities are numerous and 
variable. 

It seems improbable that the clinical incidence of 
seizures of this type is so rare as a review of the literature 
might suggest. The important point has to be considered 
as to whether attacks of this nature may not be occa- 
sionally the cause of death by drowning. The most 
frequently accepted explanation of such accident is the 
occurrence of cramp, of which there is often no direct 
proof and which, by itself, is not likely to be the cause 
of death in an experienced swimmer. It would seem to 
be not impossible that the involuntary inhalation of a 
few drops of cold water in the larynx in susceptible 
persons might cause, under such conditions, temporary 
loss of consciousness with resulting loss of life. 
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The presence of a disk-shaped external meniscus of the 
knee-joint, sometimes associated with a definite lesion of 
the cartilage, is a rare cause of symptoms of internal 
derangement of the knee-joint, but one that should be 
borne in mind when such symptoms are referred to the 
outer side of the knee-joint, particularly if they are some- 
what atypical or bilateral and occur in a young person. 


Anatomy 

Developmentally, a disk-shaped external semilunar 
cartilage is due to the persistence of the layer of meso- 
derm in the interior of the developing knee-joint, con- 
densation of which at the periphery and liquefaction in the 
centre produces the normal characteristic shape of the 
semilunar cartilages. It is a curious fact that it is neces- 
sary to descend as far in the evolutionary scale as the 
Reptilia to encounter a somewhat similar condition. 

In the majority of reptiles a simple disk-like interarticular 
cartilage, the meniscus articulare, is present, and this is not 
divided into external and internal elements as in man. In the 
Sphenodon, Osawa (Ark. Mikr. Anat., 1895, li, 481) found a 
centre of ossification on the extensor aspect of this plate of 
cartilage, and Perrin (Ann. Sci. Nat., 1895, xx (7), 33) 
found the plate of cartilage divided into two portions, one on 
the extensor and one on tee flexor aspect of the joint. It 
appears, therefore, that even in reptiles there is some variation 
in the cartilage, but that when two portions are present these 
do not show the relationship of the menisci that is seen in 
man. In the lizard a single cartilage is the rule. In apes 
the external semilunar cartilage is in the form of a complete 
ring. 

Finder,’ in a recent article, tabulates the twenty-five 
cases of disk-shaped external semilunar cartilage recorded 
up to the year 1934. Of these cases thirteen were dis- 
covered in the dissecting room. According to Finder, the 
first anatomical description of the disk-shaped external 
semilunar was by Young” in 1889; he described three 
cases. Then followed Higgins* in 1895 (two cases), Poirier 
and Charpy,* 1911 (two cases), and Fick, 1911 (one case). 
In 1924 I° described and figured a case which I dis- 
covered in an anatomical subject, but no history was 


obtainable. The specimen is now in the museum of the 
Royal College of Surgeons of England. Three further 


anatomical specimens have been described by Langer,* 
1928 (two cases), and Duncan,’ 1932 (one case, bilateral). 


Clinical Features 

The clinical aspect of this rare anomaly now became 
gradually manifest. Bristow* in 1927 was apparently the 
first surgeon to record an operation for internal derange- 
ment of the knee-joint in which the condition was dis- 
covered. He described how, in opening the knee-joint of 
a girl of 13 who had complained of a ‘‘clicking knee’’ for 
a month with joint effusion, he found a normally placed 
and normally attached external cartilage which formed a 
complete disk across the outer half of the knee-joint. 
After removal the click disappeared, and the subsequent 
history was uneventful. This specimen is now in the 
museum of the Royal College of Surgeons. 

Fairbank’ in 1930, in “ clicking 
knee '’ due to a lesion of the external semilunar cartilage 


showing a case of 


in a girl aged 7$ years, mentioned that he had operated 


upon two cases in children in which “ the externa] carti- 
lage formed a disk right across the outer side of the 
joint.’’ No further particulars, however, were given, 

Ellis’? in 1932 described two cases: the first in a girl of 
13, in whom the condition was bilateral, and both externa] 
semilunar cartilages were removed ; the second in a 
woman aged 26, in whom the left external cartilage wag 
similarly affected, and was removed. 

Lloyd" in 1933 described two cases, the first in a girl 
aged 12 (bilateral), and the second in a boy aged 12} 
(side not stated). In both cases the external semilunar 
formed a complete disk,-and was removed. 

Naughton Dunn" in 1934 stated that he had seen the 
condition three times, in one of which it was bilateral, 
and described a case in a woman, aged 31, upon whose 
right knee operation was performed. In this case exam. 
ination of the disk-shaped meniscus showed evidence that 
the attachments of the posterior two-thirds had been 
previously ruptured. This is the first record of any 
evidence of an actual lesion of the disk-shaped cartilage, 
as in the previous cases the cartilage, though disk-shaped, 
had apparently been intact. 

Finder’ in 1934 described three cases, occurring in girls 
aged 9} (right knee), 14 (left knee), and 15 years (left 
knee) respectively. In the first of these the ‘‘ rounded 
edges were attached except at the antero-lateral margin,” 
In the others two large fat pads were attached to the disk- 
shaped cartilage, and were considered to contribute to the 
symptoms. These were the first cases to be described in 
American literature. 

It will appear from this short summary that if we 
exclude the two cases mentioned by Fairbank and two 
by Naughton Dunn, of which clinical notes were not 
given, although one of Naughton Dunn’s cases was stated 
to be bilateral, only nine cases of operation upon the disk- 
shaped semilunar cartilage have been previously reported. 

Sex.—Of these, eight occurred in females and one in 
a male. 

Age.—The ages of the females were 13, 13 (bilateral), 
26, 12 (bilateral), 31, 94, 14, 15, and the age of the 
male 123. 

In certain of the cases, however, symptoms had been 
present for some considerable time prior to operation. 
For instance, of the two cases described by Ellis, in the 
first there was a history of ‘‘ giving way ”’ of the knee for 
Six or seven years, and in the second painful “‘ clicking ”’ 
on extension had existed for sixteen years. In the first 
of Lldyd’s two cases the knees had “‘ clicked ’’ ever since 
the patient could remember. In Naughton Dunn’s case 
there was a history of indefinite trouble with the knee as 
a child. 

Symptoms 

Symptoms appear, therefore, to fall into three groups: 

(a) No history of trauma, but a “clicking ’’ knee has 
existed for some time. 

(b) Definite trauma superimposed upon a “ clicking ’’ knee. 
Author’s Case I vide infra. 

(c) Definite trauma with no previous symptoms. 
Case II vide infra. 


Author’s 


The most typical symptoms occur in the first group, 
and an important and interesting feature that has been 
observed these additioa to the click” 
(which, indeed, may occur in other types of lesion of the 
semilunar cartilage, both in children and in adults) is what 
Lloyd has described as a ‘‘ visible and audible bump.” 
In his own words, ‘‘ the sound is often the least con- 
spicuous part of it, for as the limb passes towards extension 
the external tuberosity of the tibia is seen and felt suddenly 
bumping and jolting forward on the femur like the wheel 
of a train running over an obstacle.’’ Ellis previously 


cases in 


drew attention to this striking phenomenon, and stated 
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that on extending the knee, at a point when the leg makes 
an angle of 170 degrees with the thigh, there is a loud 
thud, the tibia rotates slightly on the femur, and the 
anterior part of the external semilunar cartilage becomes 
palpable. One of Finder’s patients, a girl of 11 years, 
amused her playmates by ‘* popping her knee. 

Apart from this curious phenomenon, other symptoms 
and signs are usually absent in this group, although 
occasionally slight effusion and tenderness over the 
external semilunar may be noted. In groups (b) and (c) 
more acute signs and symptoms are manifest, as may be 
seen by a perusal of the following case histories. 


CasE I 


This case came to my notice in 1929, but although it 
was shortly described to Finder in a personal communication 
and included in his table, it has not previously been pub- 
lished. It is of interest as the condition was diagnosed prior 


to operation. A surgical colleague sought my opinion 
on the knee of an undergraduate, aged 20. One year 


previous to examination he noticed pain and effusion of the 
right knee after playing foot- 
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on deep palpation over the external semilunar cartilage. 
X-ray examination was negative. A period of abstention 
from play, with physiotherapy, was prescribed. Seven weeks 
later the patient was again brought for examination. He 
stated that when getting into a car on the previous day he 
twisted the knee and locking occurred. A mechanical block 
to full extension of the knee was still present and also more 
definite physical signs, for in addition to tenderness over the 
middle of the outer surface of the external semilunar there 
was a sensation of crepitus on deep palpation over this 
portion of the cartilage, and the outer portion of the cartilage 
could be rolled against the external tibial condyle with a 
distinct ‘‘ snap.’’ There was still no effusion in the joint. 
Operation was now advised, and was performed on June Ist, 
1935. Dr. W. G. S. Pepper kindly assisted. 

On opening the joint slight excess of dark-coloured synovial 
fluid escaped. The lesion was clearly a longitudinal tear of a 
disk-shaped external semilunar cartilage (see figure), or what in 
the case of a cartilage of the usual type would be designated 
a ‘‘ bucket-handle ’’ lesion. In this case, however, the 
‘handle ’’ or inner portion was prolonged internally in the 
form of a broad web-like extension, into which haemorrhage 
had occurred. The specimen has been accepted by the 

museum of the Royal College 


“e 


ball. The effusion persisted for 
ten days, but recurred after 


of Surgeons. 
Subsequent progress was un- 


tennis three months later, and POSTERIOR eventful. The player. played in 


was more marked. Rest and 
Scott’s dressing were prescribed. 
On resuming football increased 
pain and effusion were noted. 
He stated that he had had a 
“snapping ’’ knee as long as 
he could remember, and had 


his club’s opening match on 
September Ist, and has since 
appeared regularly. He has 
now completely regained his 
form, and played for England 
in December, scoring a goal. 


never been able to extend the Treatment 
leg at the knee-joint completely. 2 
Right Knee.—On examina- acute 
tion synovial effusion of moder- 
. upon a clicking knee of long 
ate degree. Full flexion of knee Z 4; 
slightly restricted and painful. ~ stan ing, operation shou 
On fuli flexion a protrusion be advised without further 
occurs on the antero-external delay. In the cases which 
aspect of the joint, which is are associated with an acute 
tender, and is possibly either onset of symptoms,  treat- 
the external semilunar cartilage ment is based upon the same 
itself or a fatty mass attached lines as that of an ordinary 
to its outer surface. On flexion 
a definite click or snap is heard ss cartilage lesion manipulation 
ANTE if locking is present and 


proceeding from the outer side 


palliative measures béing 


of the joint. X-ray shows slight 
lipping of the external tibial 
condyle. A note was made: {‘ Derangement of external semi- 
lunar cartilage of long standing, possibly the external cartilage 
in form of complete disk, followed by localized traumatic 
osteo-arthritis.”’ 

Operation was performed by my colleague shortly after- 
wards, and he reported: ‘‘ The external cartilage formed a 
complete disk as suspected.’’ As at that time only one 
previous case of operation upon the disk-shaped external 
semilunar had been described (Bristow, q.v.) it is curious 
that such a shot in the dark hit the mark. 


II 

A professional footballer, aged 23, who had represented his 
country on several occasions, was brought to me on April 8th, 
1935, owing to serious disablement of his left knee. Although 
he had played professional football for six years there was no 
history of any previous trouble in the afiected knee. Ten 
weeks before reporting he kicked at and missed the ball during 
a practice game, and the knee locked. Acute pain was 
experienced on the outer side of the joint. The locking was 
reduced on the ground by the trainer, with a loud snap. 
It is a remarkable fact that he was almost immediately able 
to go on playing as if nothing had happened, and no effusion 
followed. On the four subsequent occasions on which he 
played (the last being an international match) there was a 
similar sequence of events. 

On examination, two days after the last occasion, there was 
a complete absence of any physical signs beyond tenderness 


usually tried in the first 
instance, and operation reserved for cases in which such 
measures fail or in which special circumstances warrant 
an immediate operation. 

One is faced with a more difficult decision in cases 
belonging to the first group. Should operation be 
advised in cases in which “ clicking ’’ or ‘‘ bumping ’’ is 
present, but no other symptoms? It will probably be 
wise in certain cases to advise operation, especially when 
the condition gives rise to anxiety or prevents participa- 
tion in games. It must be remembered also that such an 
operation not only prevents the probable onset of acute 
symptoms, but is the best insurance against osteo-arthritic 
changes, which, as experience teaches, may occur in quite 
young persons in neglected cases of semilunar cartilage 
derangement. 


It may perhaps be considered that the condition that 
has been described is so rare that it is of minor impor- 
tance. However, the facts relating to cyst of the semi- 
lunar cartilage should be remembered in this connexion. 
As I have pointed out elsewhere,'* only five cases of cystic 
semilunar cartilage were recorded in the decade 1904-14. 
In the decade 1914-24 nineteen further cases were 
recorded, while in the succeeding eight years eighty-two 
cases were described in the surgical literature. Will history 
repeat itself, and will cases of disk-shaped external 
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semilunar cartilage be recorded in a similar surgical 
crescendo? 


My thanks are due to Dr. H. L. Parker of the British 
Museum (Natural History) for kindly supplying me with 


information concerning the knee-joints of Reptilia. 
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TREATMENT OF FAMILIAL ACHOLURIC 
JAUNDICE 


BY 


S. O. COWEN, M.D.MELs. 
PHYSICIAN TO IN-PATIENTS, MELBOURNE HOSPITAL 
familial acholuric jaundice, first described by Minkowski 
in 1900, is now recognized to be of widespread though 
of common occurrence. Its peculiar characteristics 
have attracted an amount of attention in medical litera- 
ture which the relative infrequency of its incidence 
scarcely justifies. Comprehensive reviews by Tileston,! 
Dawsen,? and Cheney and Cheney,* amongst others 
have made the generai features of the disease well known. 
The pathogenesis, however, remains obscure in spite of 
Haden’s* illuminating work on the fundamental abnor- 
mality of the erythrocyte. These aspects of the subject 
will not, therefore, be dealt with in this paper, which will 
confine itself to a brief review of the results of splenec- 
tomy, and a discussion of some problems of treatment 
aout which general agreement has not yet been reached. 


not 


The Clinical Material 

Familial acholuric jaundice appears to be of relatively 
common occurrence in Victoria ; during the past fifteen 
vears I have seen thirty-three patients suffering from the 
disease. Seventeen of the cases have occurred amongst 
the members of the Hazel family, which has already 
been the subject of communications. Spring- 
thorpe® in 1904 described the clinical features presented 
by six of its affected members, on two of whom splenec- 
tomy had been performed successfully by Stirling. In 
1908 he® recorded the subsequent history of these patients, 


several 


and drew attention to the lasting benefit which had 
followed removal of the spleen. Unfortunately Spring- 


term ‘‘ splenic anaemia ’’ in describing 
; this error in nomenclature has prevented his 
pioneer work from receiving the recognition it deserves. 
In 1922 I brought the details of the family history as 
up to date.’ Since then some additional 


been obtained, and this is incorporated 


thorpe used the 


his cases 


ir 


as possible 


bal 


information 


in the accompanying fat 


nily tree. 
sufficient 


Clinical evidence for diagnosis has been 
obtained in thirty-four individuals ; of twenty-six who 
have come under my care seventeen have been shown 


to present the typical features of acholuric jaundice, and 


ten of them have been treated by splenectomy. In 
addition, sixteen other patients suffering from familial 
acholuric jaundice, representing eight affected families, 


have 


had 


been seen in private practice, and ten of them have 
their spleens removed. The series of personally 


observed cases on which this paper is based consists, then, 
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of the External Sem. 


of thirty-three patients, twenty of whom have bee, 


subjected to splenectomy. 


Results of Splenectomy 

The results of splenectomy in this series bear out the 
generally accepted view that the operation brings about 
complete and lasting freedom from symptoms. One point 
which has not been sufficiently emphasized in the litera. 
ture is the rapidity with which the more seriously affected 
patients improve after operation. The jaundice disappears 
almost immediately, and the anaemia improves so rapidly 
that within six weeks a_ bed-ridden child may be well 
enough to return to school. Because of the dramatic 
nature of the improvement pre-operative transfusion is 
seldom needed, and splenectomy may be _ undertaken 
without hesitation, even in patients who appear almost 
desperately ill. 

The operative mortality is small. In this series no 
deaths have occurred from causes in any way related to 
the operation. Two patients have died, one from pul- 
monary tuberculosis three years after splenectomy, and 
one from lobar pneumonia eighteen years after. Experi- 
ence in other parts of the world also shows that the risks 
of operation are slight. Pemberton* reports from the 
Mayo Clinic 118 cases with four deaths in_ hospital, 
Vaughan® nine cases with one death, Herfarth'® 176 with 
six deaths, and Beckman and Jaderholm" had eighteen 
cases with no primary mortality. 

Operative morbidity also has been negligible in this 
series. One child, aged 10 years, and « adult, 42 
years of age, developed purulent effusions in the left 
pleural cavity ; both recovered rapidly after aspiration. 
The technical difficulties imposed by the presence of 
gall-stones will be referred to later. In several instances 
among the adult patients dense peri-splenic adhesions 
have rendered the operation tedious. But in general it 
may be said that few of the cases have given rise to any 


me 


real anxiety. 

The remote results of splenectomy ha been equally 
satisfactory. Of the two patients operated on by Stirling 
in 1904 one bore four children and ined free from 
symptoms for eighteen years until her death from lobat 
pneumonia, and the other, who has had seven children, 
is still iri good health. All the other patients who have 
been surgically treated have now remained well for a 
period sufficiently long to bear out the general statement 
that the relief afforded by splenectomy is permanent. 


Ve 


rema 


The Indications for Splenectomy 

It is generally agreed that the administration of livet 
or iron, and the use of # rays or radium, has little of 
no effect on acholuric jaundice. The management of the 
individual case turns, therefore, on whether the spleen 
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ghould be removed, and if so at what stage. Despite the 
ul results of the operation there are differences 
of opinion about the indications for its performance. In- 
fluenced, m0 doubt, by Chauffard’s early dictum that 

tients suffering from the familial type of acholuric 
‘aundice are more jaundiced than sick, most authorities 
state that splenectomy should not be advised unless the 
symptoms are sO severe as to cause definite incapacity. 
This attitude is justified by the fact that the disease, 
even if it is untreated, is often compatible with long and 
useful life. On the other hand, the occasional occurrence 
of severe, and sometimes fatal, haemolytic crises, which 
may occur quite unexpectedly, and the greater difficulty 
and danger of the operation in older patients support the 
opposing view that splenectomy should never be long 


successt 


© 


and increased fragility of the red cells was present, haemolysis 
commencing in 0.525 per cent. saline (normal control 0.425 
per cent.). The blood findings were: red blood cells 
2,190,000 per c.mm.; haemoglobin, 35 per cent. (Sahli) ; 
white blood cells, 10,300 per c.mm. Film: gross micro- 
cytosis ; polychromasic cells very numerous and of intense 
blueness ; many normoblasts and an occasional myelocyte 
seen. 

Splenectomy was advised and pre-operative preparation by 
transfusion was deemed unnecessary. Mr. Alan Newton 
removed at the one operation the spleen and a chronically 
inflamed gall-bladder containing six pigment stones. Con- 
valescence was rapid and uneventful, and the patient has since 
enjoyed good health. 

In this case the prognostic significance of the family 
history afforded an indication for splenectomy which 


S-Splenectomy performed. C)-Aftected Member (female). S.B.-Still-born, +~-Dead. 


()-Unaftected Merabor (male). €©)-Member-nob investigated. 


Hazet Famiry Tree.—Figures inside circles denote age of patient. 


delayed once the diagnosis has been made. This diver- 
gence of opinion is doubtless due to the occurrence of 
wide variations in the severity of familial acholuric 
jaundice. It is, however, not sufficiently recognized that, 
generally speaking, the disease follows much the same 
course in the individual members of each affected family. 
In other words, the variations in severity are familial 
rather than individual. In the Hazel family, for instance, 
although the disease has caused much incapacity and 
invalidism amongst its members, not one has actually 
died of its effects, and I have therefore felt justified in 
advising splenectomy only when the symptoms have 
become sufficiently severe to interfere with the patient’s 
economic and social activities. 

In other families acholuric jaundice occurs in a much 
glaver form, as the following case history shows. 

CASE REPORT 

A female, aged 16 years, was the only survivor of a small 
family. Her father had been accidentally killed. Her mother 
had died at 31 and her only brother at 16 years of age from 
severe anaemia which had been regarded as pernicious in 
type. When I saw her, in 1922, she presented the classical 
features of acholuric jaundice in a severe form, and there 
tan be no doubt that it was this disease which caused the 
deaths of her mother and brother. She was grossly jaundiced, 


? — Age unknown, 
Roman numerals denote cases personally observed. 


could not be disregarded. Dawson? has described a 
similar case, ‘‘ B. Tope,’’ who was less ill than my patient, 
but whose family history was equally ominous. Of her 
he remarks: ‘‘ Can there be any doubt that this child, 
however well she appears, should have her spleen 
removed?’’ With this attitude I heartily concur, and 
I would urge that in every case of familial acholuric 
jaundice the family history, as well as the patient’s 
general health, should be considered in arriving at a 
decision for or against splenectomy. 


Treatment of Associated Pigment Stones 


In seven of the twenty patients treated surgically in 
this series pigment gall-stones have been found, but in 
only one of them had a mistaken diagnosis led to a 
previous operation on the biliary tract. These figures 
are lower than those recorded by other observers. For 
instance, Pemberton’ reports that 68.6 per cent. of 
patients at the Mayo Clinic showed conclusive evidence 
of disease of the gall-bladder, with and without stones, 
and that 20 per cent. had previously been subjected to 
operations on the biliary tract, presumably without know- 
ledge of the presence of the primary disease. Vaughan’ 
found stones present in six of seven patients whose gall- 
bladders she examined. It would seem that pigment 
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stones occur more frequently than my own figures 


indicate. 

There is, as yet, no general agreement about the best 
method of dealing with these stones. Vaughan perhaps 
expresses the accepted view when she says: ‘“‘ At the 
time of operation it is essential to remember the frequence 
of gall-stones, and if possible to remove the gall-bladder 
at the same time.’’ This attitude appears illogical. The 
biliary stones are not due to primary disease of the gall- 
bladder ; if cholecystitis is present, as in the case cited 
above, it must be regarded either as an accidental com- 
plication or possibly as the result of long-contirued irrita- 
tion by pigment stones. The formation of stones results 
from the deposition of a portion of the large amount of 
pigment with which the liver cells are called on to deal. 
If excessive haemolysis is terminated by splenectomy the 
gall-bladder has only to be emptied, not removed, and 
recurrence of stones need not be feared. The correctness 
of this attitude is supported by the results obtained in 
ny Own Cases. 

FIVE 

In three patients, operated on more than ten years ago, 
cholecystotomy and removal of stones was done at the same 
time as the splenectomy ; in none of them has any evidence 
of biliary disease since manifested itself. 

In another patient, a boy 12 years of age, Mr. Newton 
contented himself with crushing the friable stones digitally, 
without opening the gall-bladder ; there recur- 
rence, 


CASES 


has been no 

The last case, a man aged 60, is the only one of this series 
who had previously been operated on for gall-stones ; chole- 
cystotomy had been performed twelve years before by another 
surgeon and a number of stones removed. When Mr. Newton 
reopened the abdomen he felt a large pigment stone in the 
gall-bladder. After he had removed the spleen he opened 
the gall-bladder only to find that the stone had disappeared ; 
doubtless it had been crushed during the manipulation of the 
viscus. The incision in the gall-bladder was closed with a 
purse-string suture. 
there 


This was five and a half years ago, and 
has been no recurrence. 

Practical experience therefore supports the conclusion 
reached on theoretical grounds that the proper treatment 
of the pigment stones so often encountered in familial 
acholuric jaundice is by splenectomy and by simple 
emptying of the gall-bladder. This can usually be accom- 
plished by crushing the stones digitally, but cholecysto- 
tomy may be The gall-bladder should be 
removed only evidence of cholecystitis is 
present, 


necessary. 
if definite 


Summary 
The results of splenectomy in twenty patients suffering 
from familial reviewed briefly. 
There has been no operative mortality, and the operative 
morbidity has been negligible. 


acholuric jaundice are 


Variations in the severity of the disease are familial 
rather than individual. The 
the clinical findings in the 


family history, as well as 
individual patient, should be 
g the advisability of splenectomy. 
stones are present the gall-bladder 


considered in determinin 

When biliary pigment 
be 
holecystotomy. Cholecystectomy should be performed 


should 


} 


by 


emptied by crushing the stones digitally or 
only when evidences of cholecystitis are present. 
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In carrying out routine Rehfuss test meals it was noticed 
some time ago that certain curves had much greater 
differences between “‘ free’’ and “‘ total’’ acids than 
others. Further inquiry showed that these abnormal ones 
were suspected of having lesions of the gall-bladder oy 
biliary tract. An effort was made to collect curves from 
all such cases available ; up to the time of writing fifty. 
one have been examined, and of these twenty-two have 
been operated on and three have been x-rayed only, 
These twenty-five cases in which the diagnosis has been 
established, either by operation or by positive x-ray find- 
ings, will now be considered. 


Standard Technique 


At 9 p.m. the night before the test four small charcoal 
biscuits are given with a cup of tea, and nothing further js 
taken for twelve hours. The test meal consists of a gruel 
prepared by simmering a quart of water, with two tablespoon- 
fuls of medium oatmeal, down to one pint and straining 
through muslin. The volume is then corrected to a pint 
with water. A narrow, rubber-ended Ryle’s tube is passed, 
to the second mark, at 9 a.m., and the resting juice removed ; 
two ounces of distilled water are injected into the stomach 
and removed ; and the test meal is given with instruc. 
tions to drink it all within five minutes, if at all possible. 
Specimens of from 5 to 10 c.cm. are then withdrawn at 
fifteen-minute intervals for three hours. All specimens are 
filtered to ensure sharp end-points to the titrations. One 
c.cm. of the filtrate is taken, with a pipette graduated in 
1/100 c.cm., and is titrated with N/100 NaOH, using Tépfer’s 
reagent for the free HCl and phenolphthalein for the total 


acids. A graph is then constructed showing the ‘‘ free’ and 
‘‘total’’ acids as cubic centimetres per cent. of N/10 HCL. 
A further curve shows the differences between “‘ free ’’ and 


‘*total’’ acids in the same units, but for the sake of clarity 
the scale of this difference curve is five times that used for 
the “free” and. “total acids. 


Test-meal Findings 


In normal and non-biliary system cases the difference 
curve rarely rises over 12 c.cm. (Fig. 1). 
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Fic. 1 \ normal test-meal finding, showing the difference 


curve between free’? and “ total’’ acids. 
tted line total 
” 


The broken line represents free HC]; the 
free 


acidity ; and the continuous line the difference between 
and ‘‘ total’’ acids. 


In cholelithiasis and cholecystitis and infective condi- 
tions of the biliary system the difference curve rises a 
high as 50 c.cm., and in the series under review 1S always 
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{ 
> Highest 
6 Type of Difference | Mucus Bile Blood Starch D fference 
Z| Clinical |Graham's) HCI Curve most | Present Present Present | Present Curve Operative Findings 
H | Signs est Curve Carve “| Marked in in in in in Interpretation 
o 
gt 2 sitive! — | Hyperacid | 2 hours | 3rd quarter All 3 hours None All _ |Infective and pos-| Stones in gall-bladder 
1 | Posi | sibly obstructive 
2 Negative Normal 3rd and 4th R. J. Infective Strawberry gall-bladder 
| 3rd quarter None Obstructive and} Stone in gall-bladder 
| infective 
Postive| — | ” a Ist R.J &2-3 To2shrs.| Obstructive 
4 aa | | | hours 
‘ | Negative! Ms \2to 3 hours Ist, 3rd, & 4th ‘a R. J. & 24-3 R. J. All Obstructive and, Stones in g.b. and common 
hours infective duct. Infective g.b. 
6 | 2 hours | 3rdand 4th None None Infective Scirawberry gall-bladder 
| | 
Hyperacid | 13 ,, 2nd 3rd,& 4th ” ” Obstructive and} Stone in gall-bladder 
infective 
8 — | Normal | Ist, 3rd & 4th} 3-1 hour Rd: (Medical diagnosis) 
| | Haemolytic jaundice 
9|  |Negative) Hyperacid | 3-2 ,, hours| R. J. & 12-3 Obstructive | Inflamedg.b. No stones 
hours 
10 | — | | hour All None None Obstructive and|G.b. thickened and fat-laden 
} infective 
Normal Ist and 2nd R. J, ” Obstructive | Stone in gall-bladder 
12 | Negative Positive Hyperacid 1 ” All R. J. & 2k ” ” ” 
| hours 
13 | Positive | | Achlorhydria rR. J. Ist &thr R. J. ” ” ” 
| | | é' 
14 Normal 19-2 hours |2nd,3rd,& 4th) All but 2 Obstructive and Stonesing.b. ? Malignant 
R. J. infective gall-bladder 
Negative Hyperacid 2nd and 3rd All None ” Enlarged gall-bladder 
| Normal Ist and 2nd R. J. & 13-3 és Obstructive | Stones in g.b. and common 
Hypo-acid Ist aa None ing.b. Onein cystic 
| uc 
18 | Ne ative _ | Achlorhydria |} 23 hours 4th fr 14-23 hours All 4-13 hrs. | Infective Carcinoma of stomach. 
Secondaries in the liver 
19 | Positive — | Hypo-acid ,: ae 3rd None All ? All = Gall-bladder small and 
| _ thickened. Held stones 
OO sy - Hyperacid i aoe R.J., 8rd & 4th All 2-24 hours All a Obstructive and/Stones in g.b.; g.b. small and 
| | infective functionless. Gastric ulcer 
Positive | | 22 ,, |2nd,2rd &4th J. to | 2-2} hours None X-rayed only. Stones seen 
| 23 hours 
22 | Marked | 23-23 4th All None Infective X-rayed only. Ptosed gall- 
Hypo-acid | bladder 
3 | Hypo-acid | lhour 2nd None 2? hours Obstructive X-rayed only. Stones seen 
| 
| EXCEPTIONS 
| 
| Negative! Achlorhydria Normal All 23-3 hours 3-13 hrs. Normal Strawberry gall-bladder 
5 Positive Normal None All All Chronic inflammation of g.b. 
| | | | Stone in gall-bladder 


R. J. = Resting juice. 


over 12 c.cm. (except in Cases 24 and 25), and usually 
lies between 14 and 20 c.cm. The shape of the curves 
will be discussed later, 

The table shows the main points of each case, and the 
following general points emerge. 

Bile—Is an uncertain factor ; in seven cases it is absent ; 
in five it is in the resting juice only ; in five in resting juice 
and in one or more specimens towards the end of the test. In 
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Fic. 2.—The difference curve in obstructive biliary disease 
—highest early in the test and then tends to fall. (Case 16.) 


two instances only is it found between the first and eighth 
specimen. In six cases it only appears in the later specimens. 

Mucus.—In five cases it is absent, in five in some specimens, 
and in fifteen it is present thoughout. Sometimes it is in 


such quantities as to make filtration a matter of difficulty. 
Starch.—Persists to the end in all but three cases. 


G.b. = Gall-bladder. 


Blood.—Only found in quantity in the cases of carcinoma 
of the stomach and of gastric ulcer. The trace in the resting 
juice of Case 5 was probably due to trauma by the tube. 


Shape of Difference Curve 


The present series is short, but it does appear that if 
there is obstruction of any kind in the biliary system, 
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Fic. 3.—The difference curve in infective biliary ‘disease— 
highest point in the last part of the test, and may even be at 
the last specimen. (Case 2.) 


gall-bladder, ducts, or liver, then the difference curve is 
highest early in the test and tends to fall (Fig. 2). If 
it is an infective condition then the highest point is later, 
and may even be at the last specimen (Fig. 3). A com- 
bination of the two keeps the curve high throughout. 
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It appears that if stones are present and are not causing 
obstruction but only irritation and inflammation then 
the curve will be high about the mid-point and will 
remain so (Fig. 4). Case 18 is interesting, as at operation 
carcinoma of the stomach was confirmed and also the 
presence of secondaries in the liver. 
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Fic. 4.—The difference curve in cholelithiasis without obstruc- 
tion. The curve is high about the mid-point of the test, and 
remains so. (Case 14.) 


Cases 24 and 25 are the two exceptions so far encoun- 
tered. There is nothing to distinguish them from others 
that have given positive “‘ difference curve ’’ results. 


Summary 

1. A method is described for interpreting the difference 
curve between “ free ’’ and “‘ total ’’ acids in the ordinary 
test-meal findings in relation to the diagnosis of biliary 
disease. 

2. Twenty-five 
this technique failed. 

3. In the same series of twenty-five cases eleven had a 
Graham's test, the a-ray findings in six of them being 


cases are described, in two of which 


negative. 

4. It is suggested that the ordinary test-meal, 
preted thus, may be as effective, if not more 
than the expensive Graham's test in the 
gation for biliary conditions. 


inter- 
effective, 
clinical investi- 


At this point I can offer no reasonable explanation of these 


findings, but the investigations are being continued, and I 
would tender my thanks to Mr. A. Callam, Mr. J. A. 
Mackenzie, and Mr. J. H. Watson for permission to investigate 


their cases before operation. 


E. Blotner (Ann. Int, Med., January, 1936, p. 987), who 
records an illustrative case, states that since the excessive 
use of tobacco produces definite effects on the peripheral 
vascular system it will be of value in future to investigate 


carefully the history of excessive smoking in diabetic 
patients. Diabetics who are ardent smokers should be 


advised moderation in smoking, so as to avoid unnecessary 


gangrene. Blotner’s patient was a Jewish business man, 
aged 34, who began to smoke at the age of 17, and used 


thirty to forty cigarettes a day up to two years before 
leath, when diabetes developed. He then began to smoke 
forty to eighty cigarettes a day, with a daily average of 
about sixty. Gangrene of the right foot and leg developed 
three months before death, which occurred nine days after 
a mid-thigh amputation. The fundamental lesion, as 


usual, was arteriosclerosis with superimposed thrombosis 
and infection. The essential pathological changes in the 


amputated leg consisted in thrombosis in the posterior 
tibial artery. Distal to the clot, the plantar arteries and 
the peroneal artery showed considerable atheromatous 
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Clinical Memoranda 


A Case of Urinary Amoebiasis 

REVIEW OF THE LITERATURE 
Kelker in 1927-8, collecting material for his thesis on 
““ Surgical Aspects of Amoebiasis,’’ was unable to find a 
single case of urinary amoebiasis. Gharpure and Saldanha, 
analysing the post-mortem data of over fifty years in 
the Grant Medical College, did not encounter any Case of 
urinary infection. Khouri has described one case, and 
Charaffudin records two cases of amoebic pyelitis with 
fever, pain in the lumbar region, haematuria, and in the 
urine casts, pus, and amoebae, about fifty microns jp 
diameter, showing a rotary movement. Cystoscopy showed 
hyperaemia of the urinary bladder and ureteric catheter 
specimens contained amoebae. 

Castex has described amoebic parenchymatous nephritis 
with haemoglobinuria and orthostatic haematuria, and q 
cystitis due to amoebiasis followed two weeks later by 
dysentery. Baelz, one of the first to discover a urinary 
amoeba, considered it as a _ different species (Ent. 
urogenitalis). occa has recorded a case of cystitis occur- 
ring eleven years after an acute attack of dysentery ; 
vegetative forms of amoebae were present in the urine 
and in the stools. After emetine treatment vegetative 
amoebae disappeared from the stools but not from the 
urine. Franchini also described a case where emetine 
proved ineffective. Deschiens and Melnotte, who exam- 
ined 300 urines from cases of intestinal amoebiasis, with 
negative results, criticized the emetine cure criteria. 
Faust showed amoebae in urine containing both red 
blood cells and bacteria. Van Custem-Franco found non- 
motile amoebae, containing red cells, in urine. 


CasE REPORT 


A female aged 27 had complained of pain in both loins 
since the fifth month of pregnancy. She had a history of 
diarrhoea, lasting for twenty days, three years previously. 
There was no history of blood or mucus in the stools and 
no pain during micturition. The pain in the loins subsided 
after a normal delivery. 

A sample of urine was received for routine examination on 
July 11th, 1935, twenty days after childbirth. The first 
examination of the centrifuged deposit showed a large kidney- 
shaped amoeba about five times the size of a polymorpho- 
nuclear leucocyte. With a high power a clear ectoplasmic 
pseudopodium was seen. The endoplasm was granular and 
the nucleus showed a crenated outline, and resembled an 
entamoeba nucleus. No cell inclusions were seen. The 
deposit also showed red blood cells, and a few pus cells and 
transitional cells. During observation the amoeba sent out a 
fair number of blunt pseudopodia and became mulberty- 
shaped, the whole process being sluggish. Further examina- 
tion of the same material showed another amoeba, which 
consisted of two pyramidal masses joined by a thin filament of 
protoplasm ; one portion gradually flowed along the filament 
into the other and a red cell was noticed in each portion. 
Closer examination revealed further typical amoebae contain- 
ing red blood corpuscles but free from bacteria and showing 


sluggish movements. Catheter specimens of urine wer 
examined repeatedly every other day for two weeks. The 


urine showed amoebae on four occasions. The examinations of 
the stools were negative. A cystoscopy was done, but no 
lesion could be detected in the urinary bladder. The vaginal 
contents failed to show either pus cells or amoebae. The 
Wassermann reaction was negative and the blood urea 30 mg. 
per cent. The patient left without treatment. 
Discussion 
The cases of urinary amoebiasis fall into two groups. 
1. Cases 


in which an ascending infection occurs, amoebae 


in the faecal discharge being implanted on the perineum and 
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fter defaecation. Cystitis is the primary and the commonest 
a 

ear second group, in which no amoebae are found in the 
‘¢ and the kidney is presumably primarily infected through 


Is a 
a od stream. Cystitis may occur secondarily or may 


the blo 
be absent. 

A pre-existing nephritis or compression of the ureters 
or the renal pedicle, as in the present case, by lowering 
resistance, favours the production of lesions. The presence 
of a few pus cells and transitional cells side by side with 
the motile amoebae was a fortunate circumstance, for the 
possibility of mistaking distorted pus cells for vegetative 
forms and round ones for the pre-cystic forms could, for 
this reason, be excluded. Of various criteria for the 
recognition of atypical amoebiasis the emetine cure 
criterion is perhaps the least reliable. Brumpt lays stress 
on the morphology, especially of the nucleus, in a wet 
fixed preparation, and a positive infection of a kitten 
urinary bladder. Wet fixed material from the present 
case showed the morphological characteristics of ent- 
amoeba. Kitten infection has not proved uniformly 
successful in the hands of other workers. 

Thanks are due to Major S. B. Mehta, F.R.C.S.Ed., for his 
help in the study of this case. 

K. D. Manowar, M.D.Bom. 


Pathology School, Grant Medical College, Bombay. 
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Anthrax in a Farm Labourer 


The following cas¢ may be of interest to readers. The 
patient, a labourer aged 26 years, was employed in dis- 
tributing artificial manure on a farm. This manure is 
known as ‘‘ shoddy,’’ and is made, amongst other things, 
from the residue from wool factories. No animal on the 
farm could be found to be in any way affected. 


Case REPORT 

On September 24th, 1935, he compiained of stiffness in the 
back of his neck, which he attributed to rheumatism. On the 
25th the neck was considerably more swollen, but he continued 
at work. Towards evening the swelling increased and evidence 
of a boil became apparent. On the 26th he consulted his 
own doctor, who ordered the usual treatment for cellulitis, 
By the morning of the 27th the swelling had spread rapidly 
and now involved both shoulders. The doctor was sent for, 
and ordered his removal to Boston General Hospital. There 
the surgeon in charge sent a smear to the laboratory and 
anthrax was diagnosed. The patient was then transferred to 
this hospital. 

On admission there was an extensive swelling on the back 
of the neck and shoulders, with a central septic focus which 
showed signs of breaking down. His general condition was 
poor, temperature 102° F., pulse 103, and he was in a semi- 
conscious condition. As soon as possible after admission 
ccm. of anthrax serum with 60 c.cm. of normal saline 
were given intravenously. The local focus was excised under 
a2 anaesthetic and eusol dressings were applied. On the 
morning of the 28th his general condition was still critical, 
aid he now complained of pain in the chest and abdomen. 
He also had huskiness of the voice with some dysphagia. At 
§am. the intravenous injection was repeated together with 
c.cm. intramuscularly along with adrenaline. Temperature 
aid pulse remained the same, and later in the day another 
 c.cm. of serum was given intramuscularly. On the 29th 


his general condition had improved, and the swelling showed 


signs of decreasing. The local wound and its surroundings 
were discoloured still, and looked almost gangrenous. A 
further 50 c.cm. of serum was given intramuscularly, and this 
was repeated on the 30th. His general condition had im- 
proved, the temperature having fallen slightly, and the outlook 
seemed more hopeful. On October 2nd his condition improved 
rapidly, although the local focus still looked very black. 


COMMENTARY 


From then onwards he made an uninterrupted recovery. 
The wound slowly sloughed away and all the local 
swelling subsided. He has now completely recovered, 
and there is no disfigurement other than a small scar. 
I am of the opinion that in this case if serum had 
not been given as soon as possible the condition would 
have proved fatal. 

D. C. Ropertson, M.B., D.P.H., 


Boston, Lincs, Medical Superintendent, County of 
Holland Joint Isolation Hospital. 


Lymphatic Leukaemia in a Man 
83 years of age 


The following case of lymphatic leukaemia seems worth 
recording on account of the advanced age of the patient. 
He died on October 18th, 1935, shortly after his eighty- 
third birthday. 

CasE REPORT 


He first came under my care in November, 1934, having 
been knocked over in the street by a car. He was suffering 
from concussion, and had a deep scalp wound and minor 
abrasions on his hands. When sufficiently recovered from the 
concussion he complained of pain over the left lower ribs, one 
of which appeared to be fractured. He made a good recovery, 
and at the time there was nothing to suggest any other 
pathological condition. He had previously been a healthy 
and energetic man, going out for his daily walk and climbing 
a steep hill to his residence without any trouble. 

I saw him again on July 30th, 1935, when he complained 
again of pain in the chest at the same site. On examination 
nothing abnormal was found in his chest wall, but his 
spleen could be felt two fingerbreadths below the costal 
margin. His liver was not enlarged, and no glands were 
palpable, but his blood count was as follows: 

Haemoglobin, 97 per cent. Colour index, 0.93. Red cells, 
5,200,000 per c.mm. White cells, 24,600 per c.mm.: poly- 
morphs, 20 per cent. ; lymphocytes, 75.5 per cent. ; eosino- 
phils, 0.5 per cent. ; monocytes, 3 per cent. ; basophils, 
0.5 per cent. ; myelocytes, 0.5 per cent. The red cells showed 
no variation in size, shape, or staining power. 

He was given an iron and arsenic mixture as a placebo, 
and his relatives were informed as to the diagnosis. By the 
end of August he complained of failing energy ; the spleen 
was now three to four fingerbreadths below the costal margin, 
and the liver was definitely enlarged, the edge being two 
fingerbreadths below the costal margin. I did not see him 
again until September 27th, up to which time he had insisted 
upon taking his daily exercise and carrying on as usual. On 
that date he had a sudden attack of melaena and coffee- 
ground vomiting. The spleen extended to the level of the 
umbilicus, the liver was much enlarged, and some axillary 
glands were palpable. His blood count was now as follows: 
Haemoglobin, 60 per cent. Colour index, 1.03. Red cells, 
2,900,000 per c.mm. White cells, 245,000 per c.mm.: poly- 
morphs, 6 per cent. ; lymphocytes, 93 per cent. ; eosinophils, 
0.25 per cent. ; monocytes, 0.5 per cent. ; myelocytes, 0.25 
per cent. The red cells showed no marked variation in size, 
shape, or staining power. There was some polychromato- 
philia, and a considerable number of normoblasts. The cells 
classified as lymphocytes were practically all lymphoblasts. 


His condition then remained more or less unchanged 
until October 18th, when he had a very severe haemor- 
rhage from the bowel, from which he did not recover, 
dying the same evening. A post-mortem examination 


was not made. 


Napier, New Zealand. BicGs, 


Beg 
| 
| 
| 
| 
| 
| 
| 
loins 
ry of 
usly 
usly. 
and 
sided 
n on 
| 
Iney- | 
pho- 
smic 
and 
an 
The 
and 
ut a 
ary 
\ina- 
hich 
it of 
nent 
ion. 
fain- 
| 
ving 
The | 
is of 
no 
The 
mg. 
| 
| 
| 


~ 


696 4, 1936 


REVIEWS 


MEDIcaL Journat 


Reviews 


POST-GRADUATE SURGERY 


At first sight the first volume of the massive work with 
this title’ calls to mind one of the well-known instrument- 
makers’ catalogues, as the format of the two productions 
is much alike ; but on opening the book the large, clear, 
open-spaced type is very striking, and we realize that, 
although there are some 1,742 pages, the total amount 
of detail is not overwhelming. The majority of the illus- 
trations are excellent, and the publishers are to be con- 
gratulated on these. Some of them represent specimens 
in the museum of the Royal College of Surgeons and in 
other museums of pathology, while a few are reproduc- 
tions from the British Journal of Surgery. The work ts 
dedicated to Lord Moynihan, who writes an introduction, 
in which he justifies its appearance by the need for post- 
graduate teaching, and comments on the recent develop- 
ment of this in London. His reference is presumably to 
the British Post-Graduate School, though we do not see 
the names of any of the members of its surgical staff 
among the contributors to this work. In his introduction 
Lord Moynihan sounds a note of inspiration for the young 
surgeon like that which pervades one of the best-written 
and most inspiring of surgical textbooks, his own 
Abdominal Operations, a work to which the editor of 
Post-Graduate Surgery, Mr. RoDNEY MAINGoT, acknow- 
ledges his indebtedness in the preface. 

The list of twenty contributors to this volume comprises 
physicians, radiologists, an anaesthetist, and a number of 
surgeons, three of whom are members of the visiting staffs 
of London teaching hospitals. In a composite work such 
as this the value of the contributions is bound to vary 
a good deal, but the variation appears to us to be rather 
ereater here than in most works of a similar character 
which we have previously seen. The section on diseases 
of the rectum and anus, one hundred and twenty-odd 
pages, written by Mr. Ernest Miles, is, as might be 
expected, outstanding and one of the best parts of the 
present volume, while the sections on anaesthesia, written 
by Dr. Langton Hewer, on radiology, by Dr. Cecil Bull, 
and on radiotherapy, by Mr. Stanford Cade and Dr. 
Malcolm Donaldson, are also noteworthy. Among the 
most attractive parts are the medical contributions, par- 
ticularly the articles by Dr. A. F. Hurst, on the medical 
treatment of gastric and duodenal ulceration. Mr. 
Hamilton Bailey, in one of his typically well-written 
articles, deals with diseases of the appendix, and Mr. 
Cecil Wakeley writes a comprehensive account of the 
surgery of the colon. There are interesting and stimu- 
lating articles by Mr. Dickson Wright on post-operative 
phlebitis, on congenital cystic dilatation of the common 
bile duct, and on the surgery of the liver and pancreas, 
but, curiously enough, his name is omitted from the list 
of contributors and even from the index, This is rather 
unfortunate, as Mr. Dickson Wright may be said to be 
among the best known of the surgical contributors. 

Mr. Maingot himself writes the bulk of the thousand- 
odd pages allotted to the abdomen, and his articles on 
pre-operative and post-operative treatment, and a brief 
but well-balanced account of the technique for carrying 
out, and the limitations of, some special examinations 
such as gastroscopy and gastro-photography are stimu- 
lating, and should prove particularly helpful to many 
readers. .We are pleased to note his comment that 
because of the methods of investigation now available, 
partic ularly x rays and biochemical tests in expert hands, 
it is very rarely necessary to-day to perform exploratory 


1 Post-Graduate Surgery. Edited by Rodney Maingot, F.R.C.S. 
Vol. i (pp. 1,742 ; 846 figures). London: Medical Publications Ltd. 
1936, (70s. per volume ; set of three, £9 Qs.) 


laparotomy in order to make a diagnosis in any gastro. 


intestinal disorder. The illustrations in the section on th 
abdomen are especially well done and deserving of notiie 
In this section also there is an article on the Billroth | 
type of gastric resection Ly Dr. Finochietto of Buenos 
Aires, who prefers to describe the operation as the Péan. 
Billroth I, as he claims that Péan of Paris performeg the 
operation at much about the same time as the Viennese 
surgeon. We should have liked to see a description oj 
this type of operation applied to complete gastrectomy 
in preference or at least additional to the long jejunal 
loop methods which are here described and illustrate 
Absence of reference to the Billroth I type of complete 
gastrectomy is the more surprising as Dr. Finochietto 
in his article emphasizes the degree of freedom of moye. 
ment of the duodenum which may be brought about by 
adequate surgical mobilization. 

This publication, which the editor states is an attempt 
to cover as far as possible the whole field of surgery jp 
a practical manner, might be expected to represent some. 
thing of the nature of a resultant of such forces in the 
world of modern surgery as exist in the form of well-knowy 
works like those of Choyce and Carson. We would 
reserve our opinion as to how far this resultant has been 
achieved until we have an opportunity of seeing the 
remaining volumes of Post-Graduate Surgery, but in this 
volume Mr. Rodney Maingot has certainly made a heroic 
attempt, on which we congratulate him. 


THE INTESTINAL PATHOGENS 


Dr. Leon C. Havens, the author of a manual on The 
Bacteriology of Typhoid, Salmonella, and Dysentery 
Infections and Carrier States,* was Director of Labora- 
tories of the Alabama State Board of Health, and in that 
capacity devoted himself energetically to the control of 
acute enteric disease. The subject was therefore one 
with which he was extremely familiar and on which he 
could speak with authority. Dr. Havens’s untimely 
death at the early age of 41 came before his book was 
finished, but Dr. KENNETH F. Maxcy has completed it, 
and the manual is now presented in the hope that the 
author’s purpose “‘ to focus attention upon those points 
where more knowledge would be useful and to stimulate 
further investigation ’’ will be achieved. 

The monograph opens with a chapter in which the 
general problem is discussed, and in doing this the author 
lays emphasis on isolation of the causal organism as being 
the only sure means of establishing the nature of an 
infection. Everyone will agree that this is the most 
valuable service that the laboratory can render in the 
investigation of enteric fever and dysentery, or any other 
infection for that matter, but it is surely an exaggeration 
to say that ‘‘ the day has passed when agglutination tests 
with the patient's serum can be accepted as diagnostic 
evidence.’’ Reliance on any single piece of evidence in 
the diagnosis of the enteric diseases may lead to mistakes, 
but serological investigation of the patient's serum can 
furnish valuable support. Having stated the general 
problem the author passes to a consideration of the anti- 
genic composition of the bacterial cell and_ bacterial 
variation, both subjects of paramount importance in the 
identification of intestinal pathogens. Following this are 
chapters devoted to such technical matters as culture 
media, preservative fluids for the transmission of faeces 
to the laboratory, and methods used in the identification 
of members of the typhoid-dysentery group. In_ the 
remaining chapters the laboratory diagnosis of typhoid 


? The Bacteriology of Typhoid, Salmonella, and Dysentery 
Infections and Carrier States. By Leon C. Havens, M.D. Edited 
by Kenneth F. Maxcy, M.D. New York: The Commonwealth 
Fund. London: H. Milford, Oxford University Press. 1935. (PP 
158. 7s. 6d. net.) 
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fever, Salmonella infections, and bacillary dysentery is 
considered, and one chapter has been set apart for a 
discussion of the typhoid carrier problem. Each chapter 
ends with a useful summary of the more important points 
dealt with. 

There is nothing new or revolutionary in what Dr. 
Havens has set out in this manual ; its value lies rather 
in the soundness of the author’s views and the clarity 
with which they are expressed. 


THE INVALID AS MENTOR 


The Glorious Bondage of Illness* is an English translation 
of Madame PasTORELLI’s Servitude et Grandeur de la 
Maladie, published in France three years earlier. Madame 
Pastorelli is an example of the fallibility of prognosis, 
for she was writing this book fifteen years after an 
eminent heart specialist had given her only a few months 
to live. At that time she was a brilliant pianist, whose 
interpretation of Bach delighted musical connoisseurs. 
Debarred from music by progressive invalidism Madame 
Pastorelli's creative impulse sought a fresh outlet in 
writing. The outcome is this book, written during the 
comparatively quiescent periods between recurring heart 
attacks. The author has made it her aim to live as full 
and useful a life as her physical handicaps allow, and 
she shows how an invalid may be a help and inspiration to 
her friends instead of a burden. The relationship between 
doctor and patient is considered with impartial sympathy, 
and although she makes some shrewd cuts at the medical 
profession, Madame Pastorelli gratefully assesses it at its 
true worth. The book is a collection of admirable senti- 
ments and logical conclusions set in polished prose. It 
should be a consolation to invalids and quicken the per- 
ception of those who tend them. <A word of praise is due 
to the anonymous translator. 


RESULTS OF TREATMENT AT THE CASSEL 
HOSPITAL 

In recent years a number of studies have been undertaken 
with a view to eliciting the after-results of treatment in 
psychoneurotic and psychotic patients. The most recent 
research dealing with this important and practical problem 
is contained in a book by Dr. T. A. Ross, entitled An 
Inquiry. into Prognosis in the Neuroses.* In the year 1921 
the Cassel Hospital for Functional Nervous Disorders was 
opened, and Dr. Ross aimed at the outset to obtain 
reports of the after-history of all those cases in which it 
was obtainable, for he believed that, while on the whole 
the after-report could be shrewdly guessed from the state 
at discharge, there are exceptions ; and from the stand- 
point of scientific evidence the longer the period of free- 
dom from symptoms has lasted the more it is likely that 
the methods of treatment adopted have been of real value. 

Dr. Ross has divided his book into two parts. The first 
deals with clinical and therapeutic problems and the 
second with statistical tables. The latter will probably 
be appreciated more especially by the psychopathologist, 
while the general practitioner will find the clinical section 
most helpful in handling his maladjusted patients. Dr. 
Ross is very elastic in his methods of treatment. He 
advocates in many cases the technique of Déjerine, and 
maintains that in a number of examples no exploration of 
the unconscious need be undertaken at all. The treatment 
consists of history-taking at length, during which several 
things will come out of a limbo of forgotten things. After 
this comes careful examination by ordinary clinical and, 
>The Glorious Bondage of Illness. By France  Pastorelli. 
A Translation of Servitude et Grandeur de la Maladie. By ‘‘A. D.” 
London: G. Allen and Unwin Ltd. 1936. (Pp. 224. 6s. net.) 

*An Inquiry tnto Prognosis in the Neuroses. By T. A. Ross, 
M.D., F.R.C.P. London: Cambridge University Press. 1936. 
(Pp. 194. 10s. 6d. net.) 
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if necessary, laboratory methods, followed by evaluation 
of the symptoms in the light of this examination, and the 
demonstration that most of them commonly accompany 
emotion in everybody. It is then suggested that the 
methods of life in the past were bad. After this the 
author finds that many patients’ symptoms disappear, 
seemingly spontaneously. 

It is interesting to note that Dr. Ross is able to record 
many recoveries in patients who are the subjects of 
anorexia nervosa, as a result of treatment at the Cassel 
Hospital. This condition was formerly considered to be 
most resistant to any kind of treatment, and it would 
seem that there is a definite advance in the methods 
utilized for dealing with this curious and irrational form 
of neurosis. The statistical tables are too elaborate to 
comment upon in this review, but Dr. Ross is to be 
congratulated upon his painstaking researches into the 
after-history of his patients during his twelve years of 
work at the Cassel Hospital. 


HUTCHISON’S ‘ INDEX OF TREATMENT ” 


Dr. Ropert Hutcuison, indefatigable as ever, has now 
edited for the eleventh time the Index of Treatment,* 
which he first brought out in 1907. At first he was 
associated with the late Stansfield Collier of St. Mary’s 
Hospital, and afterwards with his colleague at the 
London Hospital, Mr. James Sherren, as surgical editor. 
During nearly three decades this well-known source of 
reference, which though arranged in alphabetical order 
has a ‘‘ supplementary ’’ index of its own of more than 
thirty pages, has gained an established hold on the con- 
fidence of the profession. As evidence of editorial wisdom 
attention may be drawn to the remarkable fact that the 
present edition contains a hundred fewer pages than the 
edition of 1911; although this may be partly due to 
change in the size of the page, it is a tribute to the 
firm, almost surgical, hand wielded in the difficult opera- 
tion of excision. The editor has set a good example to 
his well-chosen ninety contributors, both in industry and 
in the conciseness of his contributions. 

The volume has been thoroughly revised, some of the 
articles, for example those on anaemia and endocrine dis- 
orders, have been largely rewritten, and there are a 
number of new articles, such as those on allergic diseases 
(Dr. G. W. Bray), agranulocytosis (the Editor), the 
anaemias of infancy (Dr. Lightwood), and functional dis- 
orders of the gall-bladder (Dr. C. Newman). 

Once again Dr. Robert Hutchison must be warmly con- 
gratulated on his critical acumen as an editor and on his 
success in literature and medicine. The Index of Treat- 
ment is assured of continuing popularity. 


“e 


VENEREAL DISEASES IN GENERAL PRACTICE 


For many years Mr. T. ANwyL-Davies has been in charge 
of one of the most important centres for the treatment 
of venereal disease in London, and in the Treatment of 
Venereal Disease in General Practice® he has recorded for 
the benefit of others the measures which he has found 
most satisfactory and which have stood the test of time. 
Like all modern workers, his treatment of syphilis is based 
upon the employment of the arsenobenzene compounds, 
and the distinguishing feature of his method is the sub- 
jection of the patient to an intensive course of treatment 
in which intravenous injections given once weekly are 


Edited by 
Robert Hutchison, M.D., LL.D., F.R.C.P. Eleventh edition, 
revised. Bristol: John Wright and Sons, Ltd. ; London: Simpkin 
Marshall, Ltd. 1936. (Pp. 1,020; 147 figures. 42s. net.) 
® The Treatment of Venereal Disease in General Practice. By 
T. Anwyl-Davies, M.D., B.S., M.R.C.P. London: John Bale, 


Sons and Danielsson Ltd. 1935. (Pp. 202; 7s. 6d. net.) 
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sulpharsphenamine, while at the same time he also gives 
bismuth. He is of the opinion that it is a mistake to 
allow so long an interval as a week to intervene between 
successive doses of arsenobenzene, as those spirochaetes 
which are not killed but only scotched by one injec- 
tion revive after about seventy-two hours and live to 
fight another day, to the great detriment of the patient. 
On the other hand, intravenous injections given too freely 
may easily damage the liver seriously. The risk of this 
grave complication is much lessened by the adoption of 
subcutaneous medication. The statistics which the author 
gives of the results obtained at the Whitechapel centre 
are strong evidence of the soundness of his contentions. 
In the management of gonorrhoea the examination of 
smears as a criterion of cure has been replaced by cultural 
tests and by the extended employment of the gonococcal 
complement-fixation test, which has now been perfected 
by I. N. O. Price. Mr. Anwyl-Davies claims that by the 
employment of these tests he can for the first time give 
an authoritative opinion as to the cure or otherwise of 
any particular case. The importance of this from the 
public health point of view will be at once obvious to all. 
This book is small in size, but it contains a great deal of 
information which will prove extremely useful to those 
who are concerned with the treatment of venereal disease, 
either in the public service or in their own practice, and is 
much to be commended. 


Notes on Books 


It is becoming increasingly difficult for anyone to keep 
abreast of the literature, even of a comparatively small 
part of surgery. To one who is engaged in active practice 
a yearbook is often an inestimable boon. The 1935 
Year Book of Urology’ contains abstracts of over 450 
papers on urological subjects which have appeared during 
the last year. The value of such a compendium depends 
to a great extent on the judgement and the sagacity of its 
editor. Dr. JoHN H. CUNNINGHAM has performed his 
task in a most excellent manner. The literature of the 
world has been ransacked, and every paper of value has 
been abstracted. The length of these abstracts varies 
from one-half to six or seven pages, according to the 
value of the original article. Although the matter is 
necessarily compressed, it is set forth in a very readable 
form, and numerous critical notes are added by the editor. 
This book will undoubtedly prove of service to one who 
is working up the literature of any branch of urology. 
t will also be of use to one who wishes to keep in touch 
with the general trend of ideas on the subject. 


Dr. JEAN TRoIsIER’s Recent Experimental Studies on 
Infectious Diseases* are divided into six parts. In the 
first part, which is devoted to virus diseases, the author 
discusses recent work on the sarcoma of fowls, Nicolas- 
Favre’s disease or benign lymphogranulomatosis, yellow 
fever, influenza, vaccinial encephalitis, and ordinary jaun- 
dice. In the second part spirochaetosis icterohaemor- 
rhagica, visceral meningeal spirochaetosis, leishmaniasis, 
and boutonnese fever or summer typhus are considered. 
The bacterial infections which are dealt with in the third 
part include typhoid fever, tetanus, and B. perfringens 
septicaemia. The fourth part is concerned with infections 
due to acid-fast bacilli—namely, leprosy, primary tubercu- 
losis, infections due to cutaneous inoculation, and typho- 
bacillosis. The fifth part is devoted entirely to agranulo- 
cytosis. The sixth part contains a survey of the numerous 
diseases of which the virus shows a more or less specific 
affinity for the kidney. The description of the various 
diseases is clear and concise, but in a work of this kind 
the absence of an index and a bibliography is regrettable. 


7The 1935 Year Book of Urology. Edited by John H. 
Cunningham, M.D. Chicago: The Year Book Publishers Inc. ; 
London: H. K. Lewis and Co. Ltd. 1936. (Pp. 462; 97 figures. 
2.25 dollars, or 9s. 6d. ; postage 6d.) 

® Etudes experimentales récentes sur les maladies infectieuses. 
By Jean Troisier. Paris: Masson et Cie. 1935. (Pp. 280; 50 
figures. 45 fr.) 


Preparations and Appliances 


SKELETON SPLINTS ‘‘ TRANSLUCENT ”’ TO X Rays 


Mr. H. Jackson Burrows, F.R.C.S. (London, W.), writes: 
The failure of skeleton splints, such as the Thomas’s kneg 
splint, to transmit w rays is a frequent cause of embarrass. 
ment in fracture work. In October, 1934, Messrs. Allen and 
Hanburys made at my suggestion a number of Thomas's 
splints of aluminium, and, in common with others, I have 
now had a reasonable opportunity of testing their efficiency, 
They have proved adequately transparent to # rays of 
reasonable quality from a portable unit. The only disadvan. 
tage I have found is a slight 
lack of rigidity, which is of 
consequence if it is desired 
to exert a lateral pull on the 
limb by means of a band 
passing to one of the longi- 
tudinal bars. To secure the 
advantage of their trans- 
radiancy it is necessary in 
fastening slings to use safety- 
pins in place of the custom- 
ary clips. Knee-flexing pieces 
and foot-pieces are of alu- 
minium. Abduction and 
Robert Jones’s splints for 
the humerus have been made 
from the same material. Fro. 1. 
The splints can also be 
obtained in collapsible form for convenience in_ private 
practice ; and, in the case of the humerus splints, it has been 
possible thus to permit interchangeability for the right and left 
limb and a range of adjustment to the length of the humerus. 
They are thus more portable, and a smaller and more compact 
emergency stock of splints is required. The collapsible Robert 
Jones splint (Fig. 1) has been modified to provide a rigid 
lower point from which to take traction instead of the 
customary flimsy dual points, a requirement which has been 
accentuated by the introduction of skeletal traction; the 


details follow those of an American steel model. The collap- 
sible abduction splint can be provided with an interchange- 
able elbow-piece to adapt it to skeletal traction (Fig. 2—a 
subaxillary band has been omitted). By the use, whenever 
possible, of aluminium rather than the more expensive 
duralumin it has been possible to bring the cost of the non- 
collapsible splints down to that of similar splints made of iron. 

I am much indebted to Mr. Pengelly, in charge of the splint 
and appliance department of Messrs. Allen and Hanburys, for 
his ready co-operation in designing details of the splints and 
the care he has taken in supervising their manufacture. 


SILVER NITRATE HOLDER 

There has been brought to our notice a neat device fot 
carrying silver nitrate caustic in a most convenient form. 
The silver nitrate in the usual form is supplied mounted in 
a milled cup, which screws firmly into a holder. Once inserted 
it is protected by a screw-on cap exactly comparable to a 
fountain-pen cap, and may be carried in the pocket, being 
immediately ready for use. The silver nitrate caustic points 
and ‘‘argentic ’’’ holders are the product of Messrs. Johnson 
and Sons, manufacturing chemists of Hendon Way, N.W.4. 
They are sold through the usual medical supply houses under 
the ‘‘ scales brand ’’ trade mark. 
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IMMUNIZATION AGAINST 
POLIOMYELITIS 


It is reasonable to expect that active immunization 
against any virus disease by means of attenuated virus 
should be possible when once a satisfactory method 
of attenuation has been found. In small-pox and 
rabies we have not only successful examples of this 
process but actually the earliest adopted of all methods 
of immunization. Other virus diseases which have of 
recent years been brought within the sphere of possible 
control by this means are dog distemper and yellow 
fever. One which has hitherto eluded any such control 
is poliomyelitis, and, indeed, comparatively few efforts 
have been made to devise a method of immunization 
against this disease, if only for the reason that the 
great majority of people acquire immunity without 
suffering from it. It has also to be remembered that 
any work with the virus of poliomyelitis requires the 
use of monkeys, and is consequently too expensive to 
be undertaken lightly, or, what is perhaps worse, 
too expensive always to be carried out thoroughly and 
on a scale calculated to yield unequivocal results. 
Nevertheless a series of efforts has recently been 
made in the United States to produce a poliomyelitis 
“yaccine.’’ It is not always clear how these workers 
propose to use it, whether indiscriminately and in 
the absence of any epidemic, or only in subjects, 
more particularly children, who are believed to be 
exposed to infection. 

It is generally agreed that killed virus has no im- 
munizing power, and three methods of attenuation have 
been proposed. Brodie’ has been the chief advocate 
of formalin-treated virus as the immunizing agent, 
and he and Park* have recently reported the treatment 
of a large number of children with this material without 
ill effects and with the demonstrated result in some 
cases of an increased antibody content in the blood. 
Another method is advocated chiefly by Kolmer,* who 
adopted it after experimental failures with a number 
of others, including the administration of virus by the 
alimentary route. This method consists in treating 
the cord suspension containing the virus with sodium 
ricinoleate. | Having successfully immunized monkeys 
with this preparation he and his co-workers adminis- 
tered it to themselves and finally to children‘ ; pro- 


Journ. Immunol., 1935, xxviii, 1. 

2 Journ, Amer. Med. Assoc., 1935, cv, 1089. 
Journ. Med. Sci., 1934, clxxxviii, 510, 
* Journ. Amer. Med. Assoc., 1935, civ, 456. 


tective antibody was demonstrable in the blood of all 
but four of twenty-five children treated, and appeared 
so rapidly (within four days) that there is said to be 
no ‘‘ negative phase.’’ A neutralized mixture of virus 
and immune serum is advocated by Kramer, Schaeffer, 
and Park,’ who claim to have perfected this type 
of preparation by accurately titrating both its 
constituents. 

That these developments may not be all they seem 
to their authors is first suggested in a warning uttered 
by no less an authority than Flexner,* who evidently 
felt that things were moving too fast. He places on 
record his belief that the virus of poliomyelitis is not 
attenuated for man by monkey passage, and that it 
cannot be attenuated by physical or chemical methods ; 
by such means it is either destroyed and will then not 
immunize, or is merely reduced in concentration, when 
it will sometimes immunize and sometimes cause 
paralysis. This pronouncement is followed shortly by 
a grave and alarming statement from Dr. J. P. 
Leake,’ the medical director of the United States Public 
Health Service, to the effect that he has knowledge 
of twelve cases in which poliomyelitis has followed 
the injection of vaccines designed to immunize against 
the disease: six of these patients have died, and 
another is unlikely to recover. Paralysis developed at 
an appropriate interval, usually about ten days, after 
the first injection, and manifested itself at a level in 
the cord corresponding to the site of injection, a 
feature to be explained by the now generally accepted 
belief that the virus travels in nerve fibres. This 
significant fact, and the absence of any epidemic 
poliomyelitis in the localities concerned, make it appear 
certain that the vaccines used conveyed the infection. 
These were of two kinds, and are referred to only 
as “‘“A’’ and ‘“‘B”’; this looks like unnecessary 
obscurantism, and it is to be hoped that their nature 
and mode of preparation will be placed on record. 

It seems probable that these disasters will defer any 
further attempts of this kind for a considerable time. 
That such attempts should have been made at all is 
only to be explained by the enthusiasm of the trans- 
atlantic public for methods of specific immunization: 
one cannot picture parents in this country submitting 
their children to an untried method of inoculation in 
the absence of any apparent danger from the disease 
to be prevented. This is not to commend their attitude, 
since it also involves the frequent refusal of innocuous 
and valuable safeguards. But poliomyelitis stands 
alone in that an attack of the disease, and in conse- 
quence any error on the side of undue activity in the 
immunizing material used, may result in permanent 
disability. He will be a bold man, therefore, who 
proposes to renew the attack on this problem in the 
clinical field. 


* Journ. Immunol., 1934, xxvii, 199. 
® Science, 1935, Ixxxii, 420. 
7 Journ. Amer. Med. Assoc., 1935, cv, 2152. 
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THE SOCIAL SIDE OF TUBERCULOSIS 


The Joint Tuberculosis Council has produced its fourth 
report on care and after-care schemes for helping the 
victims of tuberculosis.‘ The present volume (which, 
appropriately, is printed at the British Legion Village, 
Preston Hall) deals with the changes and develop- 
ments that have occurred during the past five years. 
The framers of the report are practical experts on the 
problem, and their conclusions are entitled to authority. 
Surveying the problem as a whole, they find inco- 
ordination among care committees. Many of these 
are voluntary and are short of funds. They sometimes 
undertake work which belongs to the local authorities, 
and they fail adequately to deal with social conditions 
among tuberculous patients and their families. The 
remedy proposed is to “‘ officialize’’ the system, 
taking it out of the hands of voluntary committees 
and putting it under the charge of a paid official, 
similar to the hospital almoner. 

The second special subject considered is the employ- 
ment of patients and ex-patients on the staff of 
sanatoria. This is carried out with success in 
a number of institutions—notably at the King 
George V Sanatorium. The scheme is recommended 
as a valuable measure of after-care which, if adopted 
throughout the sanatoria of the country, would 
rehabilitate a large number of tuberculous women. 
Occupational therapy as a synthesis of treatment and 
training is also surveyed. Burrow Hill sanatorium 
colony is specially praised for its work among 
tuberculous youths. Village settlements take up, as 
previously, a section of the report. The main prob- 
lems here seem to be those of finance and of 
permanent residence. The first includes the capital 
involved in building new houses in the villages. 
The committee endorses the proposal that local 
authorities should be empowered to pay an annual 
sum in respect of each patient accepted for settlement. 
This arrangement has been adopted by the Welsh 
National Memorial Association. The other dilemma 
which confronts the authorities of village settlements 
is this: should the tuberculous person, once accepted 
and trained to take his place in the village industry, 
look upon this as a niche for the rest of his life, 
irrespective of whether he is cured, or should he, 
after a certain period of residence, make way for 
other cases? If proper care be taken in the selection 
of recovered cases, the writers of the report believe 
that patients should be discharged after their treatment. 
This principle is not entirely accepted by Sir Pendrill 
Varrier- Jones. 

The report itself is a model of painstaking inquiry, 
though we could wish that the phraseology and 
arrangement of the paragraphs were less obscure. The 
clear-headedness of the authors does not always extend 
to the their Their implied 
condemnation of voluntary work seems premature. 


expression of views. 


* Fourth Report of the Employment Committee of the Joint 
Tuberculosis Council on the Care and After-care Schemes in Tuber- 


culosis post free from British Legion Press, Preston Hall, 
near Maidstone, Kent.) 


After-care schemes have not been in existence 
for so very long, and there is much that needs to be 
done for tuberculous people which is surely quite 
beyond the resources of even the wealthy local 
authorities. Almoners of hospitals are dependent to a 
large extent upon voluntary contributions and help 
in meeting the needs of their cases. It would be a pity 
to discourage voluntary work, and there is no doubt, 
as reported by the medical officer of health for 
Northamptonshire (quoted on page 7 of the report), 
that the voluntary system is capable of working very 
well indeed. This report will clear the air; and 
although one may not always accept its recommenda- 
tions in detail, its insistence on the principle that 
medical treatment for tuberculous cases is not enough 
is surely an advance. 


THE FATE OF A MILD BILL 


In our article on the Medicines and Surgical Appliances 
(Advertisement) Bill last week we said that those who 
wished for the ideal scheme of control suggested by the 
Select Committee on Patent Medicines in 1914 were 
supporting this extremely mild measure because they 
felt that some step, however small, in the direction 
of control ought to be made at the earliest possible 
moment. As will be seen from the long report published 
in our Parliamentary Notes, the Bill fizzled out after 
a second reading debate in the House of Commons on 
March 27th—Grand National day. With it goes any 
hope of early legislation for the protection of the public 
against an acknowledged evil. There was but a small 
attendance of the elected representatives of the people, 
and while Professor Graham Kerr was speaking some: 
one drew attention to the fact that not forty members 
were present. The Deputy Speaker called a count, 
and when the time limit had run out only twenty-four 
of the forty members necessary for a quorum were in 
the Chamber. The House was thereupon “ counted 
out,’’ and a very hard piece of public-spirited work came 
to a miserable end. To those who wish to hold a high 
opinion of Parliament this result must come as something 
of a shock. There was almost complete assent to the 
proposition that some of the advertising which the Bill 
dealt with is a public menace ; yet running through the 
debate there could be detected a current of antagonism 
towards scientific medicine and all that it stands for. 
Lip service was paid to the medical profession, but that 
could not conceal the fact that most of the members 
present thought, quite unjustly, that this Bill had been 
framed in the interests of a medical monopoly and 
were bent on throwing it out mainly for that reason. 
The mover, Mr. Arthur Duckworth, and the seconder, 
Captain G. S. Elliston, both did very well. Captain 
Elliston, indeed, made a fine speech and obviously 
spoke from conviction. He had guided the committee 
through its labours with much tact and had mastered 


his case. Sir Arnold Wilson moved the rejection of the 


Bill, and his contribution to the debate makes sad 
reading. Whatever his object may have been in arguing 
that the Bill did not go far enough, he must have known 
that even to get this small instalment towards the 
Statute Book had taken an enormous amount of time 
and compromise and that his opposition was likely to 
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- 
lead to the indefinite postponement of any legislation 
at all. Mrs. Tate was afraid that the Bill was 
“designed to safeguard the business of the qualified 
doctors and chemists far more than the health of the 
public ’’ ; and for this and other reasons nothing need 
be done for a public * which would go on_ being 
defrauded.’’ What is one to say for the education of 
this country which leaves a large number of Members 
of Parliament with an ingrained belief that education 
is rather a drawback than an advantage to those who 
have the care of the body? The same men and women 
who would view with horror the idea of allowing the 
amateur accountant or engineer or lawyer to be let 
Joose on the public evidently think that any charlatan 
claiming to have an inspiration for the cure of sickness 
is a person to be encouraged. 


VISUALIZATION OF THE BILIARY TREE 


In a recent paper' N. F. Hicken, R. R. Best, and 
H. B. Hunt describe a technique of cholangiography 
which reveals the bile ducts both inside and outside 
the liver. Lipo-iodine is injected into the gall-bladder 
and bile ducts, either during or after operation, the 
former method being called immediate and the latter 
delayed cholangiography. In delayed cholangiography 
the opaque substance is injected through the drainage 
tubes left after operation. Lipo-iodine is non-irritating, 
and has been used in acute cholecystitis, cholangitis, 
pancreatitis, calculi, and strictures without causing any 
local or general reactions. The authors dilute it with 
sterile olive oil to 334 and 50 per cent. of its original 
concentration. Immediate cholangiography is especially 
useful when the diagnosis is in doubt. The exposed 
gall-bladder is collapsed by aspiration and 40 to 
60 c.cm. of lipo-iodine is injected through the 
aspirating needle. Provided the cystic duct is patent 
the whole duct system is immediately outlined, and 
the surgeon can decide what measures to adopt, after 
investigation with a portable x-ray unit. After excision 
of the gall-bladder the surgeon may wish to test the 
patency of the common duct, and this can easily be 
done by injecting lipo-icdine into it or through the 
stump of the cystic duct. He then knows whether or 
not this canal is free from stones, strictures, dilatation, 
or new growth. Delayed cholangiography is useful for 
examining the patency of the cystic duct, determining 
the cause of persistent external biliary fistula, and 
enabling the surgeon to decide how long to drain the 
common duct. Observations show that a cholecysto- 
stomy does not always decompress and drain the entire 
biliary system, and the unfavourable response of some 
patients with acute empyema of the gall-bladder may 
be due to inflammatory occlusion of the cystic duct. 
Restoration of liver function after cicatricial and 
calculous obstructions of the common bile duct largely 
depends on removing the obstruction, and progressive 
visualization studies determine the effects of prolonged 
drainage. The authors have studied a spasm of the 
sphincter of the common bile duct which is likely 
to account for temporary obstruction and bile stasis. 
To this condition they give the name of biliary dys- 
synergia, and describe five cases in which there was 
definite radiographic evidence of its existence. In 
some cases the oil seemed to produce a relaxation 


1 Ann. of Surg., 1936, ciii, 210. 


of the sphincter and to re-establish free drainage. 
Atropine will also overcome its spasm, and the 
instillation of olive oil and magnesium sulphate into 
the duodenum has also been suggested. On the 
other hand, the removal of the gall-bladder and 
drainage of the ducts will not benefit a patient who 
is suffering from dys-synergia. Its recognition by 
cholangiographic studies is therefore very helpful. 


ROYAL MEDICAL BENEVOLENT FUND 


The one hundredth annual general meeting of the Royal 
Medical Benevolent Fund was held on March 24th under 
the presidency of Sir Thomas Barlow, who was warmly 
congratulated on the recent celebration of his ninetieth 
birthday. The hope was expressed that he, like the 
Fund itself, would reach his century with vigour. 
Mr. R. M. Handfield-Jones, the honorary secretary, 
presented the annual report, which stated that the 
subscriptions and donations from which the annual 
grants were distributed had amounted to £14,548, being 
£788 more than the previous year, but the applications 
for assistance had been so numerous and urgent that 
the committee had had to spend £691 more than it had 
received in income. It was often said that grants ot 
£40 per annum to a medical man and £26 to a 
dependant were inadequate, but it had always been the 
hope of the committee to give larger grants whenever 
funds were available, and it had now become possible 
to award three annuities of £100 each and four of 
amounts between £78 and £50. During 1935, beyond 
the usual grants and annuities of £40 and £26, special 
grants of £90 and £74 and ten grants of between £50 
and £60 had been voted in exceptional cases. The 
Fund could claim to be the oldest general medical 
charity in the country, and one of the earliest benevolent 
institutions established by the leading professions. It 
had now 153 honorary local secretaries, who were 
responsible for the greater part of the present subscrip- 
tion income. During its history it had distributed very 
nearly £400,000 among the less fortunate members of 
the profession and their bereaved families. In com- 
memoration of the centenary, and with a view to 
winning yet greater support from the profession, a 
historical record of the work, written by Sir Humphry 
Rolleston, would shortly be issued, with an appeal by 
the president to all medical practitioners. Dr. Lewis G. 
Glover, honorary treasurer, in presenting the financial 
statement, said that 138 more grants and annuities were 
made in 1935 than in the previous year, and 240 more 
than in 1927. The investments of the Fund were valued 
at £225,000. Included in the subscriptions and dona- 
tions was a sum of £2,058 paid through the British 
Medical Association. The sum collected for special gifts 
had been £865, largely made up by small collections 
taken at medical society meetings, meetings of B.M.A. 
Divisions, and so forth, and it had enabled a Christmas 
gift of thirty shillings to be made to each beneficiary 
of the Fund. He mentioned with high appreciation the 
work of the Ladies’ Guild. The reports were adopted 
on the motion of Mr. Herbert Tilley, seconded by Mr. 
Bertram Sutton, both of whom spoke from personal 
knowledge of the sympathetic way in which the Fund 
was administered. The president and the other 
principal officers were unanimously re-elected, as were 
the members of the committee who retired by rotation, 
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and Mr. P. H. Mitchiner and Dr. George Graham were 
elected to fill vacancies. On the motion of the president 
votes of thanks were accorded to the British Medical 
Association, the Charities Committee of the Association, 
the Ladies’ Guild of the Fund, the honorary auditors 
and legal advisers, and the medical journals ; also to the 
secretary and his staff, and to other officials. The 
treasurer announced that Sir Thomas Barlow had 
headed the list of contributors to the centenary fund 
with a gift of £1,000. On March 30th Lord Wigram 
informed the president that His Majesty the King had 
been pleased to become Patron of the Fund. 


NUTRITIVE VALUE OF MILK 

A useful popular memorandum on the nutritive value 
of milk, by the Advisory Committee on Nutrition 
appointed by the Minister of Health and the Secretary 
of State for Scotland, has been published this week, 
with a prefatory note by Sir Kingsley Wood and Sir 
Godfrey Collins.! The chairman of the committee is 
Lord Luke, and the members include Professor E. P. 
Cathcart, Sir Frederick Gowland Hopkins, Professor 
Edward Mellanby, and Sir John Boyd Orr. Its terms 
of reference are ‘‘ To inquire into the facts, quantitative 
and qualitative, in relation to the diet of the people, and 
to report as to any changes therein which appear 
desirable in the light of modern advances in the know- 
ledge of nutrition.’””’ The memorandum explains the 
high value of milk as an article of food, particularly 
when new tissues are being formed. Analysis shows 
that milk contains protein of high nutritive value, 
energy-giving nutrients, the known essential vitamins, 
and many mineral elements. Moreover, apart from its 
chemical composition, it derives value from other pro- 
perties such as easy digestibility. Many investigations 
have been made which justify the belief that the general 
health of the people, and especially of children, would 
be improved, and the incidence of disease, including 
rickets, diminished, if the present consumption of liquid 
milk, averaging about 0.4 pint per head per day, could 
be increased to about a pint. For infants after 
weaning it should form the bulk of the diet, with any 
necessary supplements to furnish iron and vitamins C 
and D. After infancy milk is not a complete food, 
but is a very important item in diet, particularly for 
children, who should be given one to two pints a day, 
and for expectant and nursing mothers, for whom about 
two pints a day are desirable. Other adults, who need 
milk especially for the sake of its calcium and animal 
protein, should have at least half a pint a day. Since 
milk is liable to contamination by pathogenic bacteria 
its heating by suitable methods such as pasteurization 
has important advantages in making it safe for human 
consumption from this point of view... Moreover, when 
milk is treated by heat little significant change is known 
to occur in its nutritive properties, and such deficiencies 
as may be caused can readily be made good. It is 
therefore reasonable to assume that heated or dried 
milk, or milk incorporated in other cooked articles of 
diet such as bread and puddings, retains most of the 
nutritional properties of raw milk. The memorandum 
also calls attention to the degrees of nutritive value 
possessed by various milk products, especially separated 
milk, and the relative values of the various derivatives 
are shown in tabular form. 


The Nutntive Value of Milk. 1936. H.M. Stationery Offic e. (3d.) 


VICTORIAN BUSH NURSING ASSOCIATION 
Any mention of the Victorian Bush Nursing Associa. 
tion calls to mind the name of its honorary secretary, 
Sir James Barrett, this year’s President of the British 
Medical Association. 
June 30th, 1935, it dealt with 12,520 cases. Of these 
8,107 were attended in Bush nursing hosoitals, and 
6,263 in the centres, some being attended in both, 
with a total number of 1,275 maternity cases. Six 
maternity deaths had to be recorded, in contrast with 
nil in the preceding year, most of the cases illustrating 
the hazards associated with previous ill-health or arising 
from complications occurring during or after laboue- 
The infant mortality was very low compared with the 
ordinary figure for the State of Victoria. The nursing 
centres have decreased in numbers, mainly by reason 
of better facilities for transport ; in the last ten years 
forty-five hospitals have been established. These 
Bush nursing hospitals are all paying their way; a 
contributory system enables members to obtain ‘hospital 
and nursing attention at very low rates, the members 
making their own arrangements with medical practi- 
tioners. The system is stated in the annual report to 
be working very well, despite the financial] stringency, 
Hospitals are now being established in the Melbourne 
area on Bush nursing lines. The nurses visit the 
schools in their districts, give instruction to the children 
in elementary hygiene and first aid, and report on 
their general health to the medical officers of the State 
education department. The nursing centres function 
also as infant welfare centres. 

ILLICIT TRAFFIC IN DANGEROUS DRUGS 
There seems some likelihood that steps will shortly 
be taken at Geneva by the League of Nations to 
grapple with the problem of the illicit traffic in narcotic 
drugs... The need for such action has been repeatedly 
emphasized in this Journal.-The extent of the problem 
may be gauged by the official statement that between 
1925 and 1929 more than a hundred tons of habit- 
forming drugs derived from morphine passed into 
illicit traffic. The Council and Assembly of the League 
of Nations have carried resolutions in favour of a 
diplomatic conference being convened specially to deal 
with this question. It has now been decided to 
summon such a conference on June 6th to con- 
sider a ‘‘ draft convention for the suppression of the 
illicit drug traffic.’’ On January 23rd the Council 
unanimously agreed to appoint as president of the 
conference M. Limburg of the Netherlands,-who has 
previously presided over conferences of a_ similar 
character and whose ability and impartiality are 
generally recognized. ~All States members of the League 
will be invited to send delegates, as well as twelve 
non-member Governments, includ-ng the United States, 
Japan, and Egypt. <A draft convention, which has 
already been circulated to Governments concerned and 
revised by a committee of experts which met in 
Geneva in December, 1935, will be submitted to the 
conference, but merely as a basis for discussion ; the 
delegates will be empowered to amend or modify it 
as they may see fit. It appears that the committee 
of experts introduced into the draft a new article 
under which the High Contracting Parties would bind 
themselves to take the necessary legislative powers to 
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punish severely ‘‘ cult-vation, gathering, and produc- 
tion, in contravention of international law, with a 
view to obtaining narcotic drugs.’’ To this exception 
was taken by Viscount Cranborne on behalf of Great 
Britain and M. Massigli on behalf of France, lest it 
should have the effect of holding up the proceedings 
of the conference or preclude some Governments 
adhering to the ee It was admitted that 
supervision to be effective Must extend to the produc- 
tion of raw materials, but it was contended that, by 
reason of the laxity of supervision ‘n some producing 
countries, any such provision in the new convention 
would be premature. It was eventually resolved to 
instruct the Secretary-General of the League to ask 
Governments for their observations on the new clause 
in time for them to be circulated before the conference 
meets. 


NATIONAL INSTITUTE FOR MEDICAL RESEARCH 


The Medical Research Council has appointed Sir Patrick 
Playfair Laidlaw, F.R.C.P., F.R.S., to be deputy 
director of the National Institute for Medical Research 
and head of the department of pathology and hacterio- 
logy there, in succession to the late Captain S. R. 
Douglas, F.R.C.P., F.R.S. Sir Patrick Laidlaw has 
been a member of the council’s scientific staff at the 
National Instnute since 1922, before which he was 
lecturer in pathology at Guy’s Hospital. He received 
the Royal medal of the Royal Society in 1933, and was 
knighted in 1935. He has latterly been engaged chiefly 
in the investigation of diseases of man and animals 
due to infection with ultra-microscopic viruses. His 
successful work on the cause and prevention of dog 
distemper, supported by the Field Distemper Fund, is 
well known. More recently he and his colleagues have 
demonstrated the presence of a virus in human 
influenza, and have opened up an experimental line 
of attack upon this disease by which it is hoped to 
obtain important results. 


LOCALIZATION OF SOUND 
It is well known that when a listener is receiving sound 
waves from a single source, the waves passing along 
enclosed airways, one to one ear and the other to the 
opposite ear, the apparent position of the source of sound 
will depend mainly on the relative lengths of the airways. 
This principle has direct practical application to devices 
that are used to detect submerged submarines, or 
aeroplanes at night-time. Further, it has important 
theoretical implications, both in relation to the physio- 
logy of the sense organs and centres involved and to 
the general psychology of space perception. The 
estimation of the position of a noise under the 
circumstances just indicated is subject to several dis- 
turbances, one of the most interesting of which is the 
topic of a report by H. E. O. James.' If, before he 
is asked to estimate the position of the sound given, 
one ear of the listener is subjected to continuous 
stimulation by a sound of the same, or nearly the 
same, frequency for a short period, the test sound 
will appear to be displaced towards the unstimulated 
ear. It was theught that this was due to one-sided 


1The Localization of Sound. By H. E. O. James. Medical 
Research Council, Special Report Series, No. 207. London: H.M. 
Stationery Office. 1936. (Pp, 38. 9d. net.) 


auditory fatigue, but then other investigators showed 
that exactly the same displacement was secured when 
both ears were being stimulated nearly equally, but 
the sound itself was continuously localized entirely on 
one side. To this phenomenon the name “‘ attune- 
ment ’’ was given. In the present report Mr. James 
describes experiments and their results which have 
investigated the ‘‘ attunement ’’ effect by more careful 
and controlled methods than had been used before. 
It is demonstrated that the disturbance of localization 
due to attunement increases: (1) with increase in the 
loudness of the attuning sound ; (2) with increase in 
the duration of the attuning sound ; (3) with increase 
in the angular deviation of the attuning sound. The 
experiments also deal with the influence of pitch upon 
displacements of auditory localization due to this cause, 
and with the part played by differences of intensity 
as between one ear and the other. The report is a 
model of neat and controlled experimentation. It has 
an important bearing upon vexed questions of auditory 
fatigue, and it demonstrates again how apparently 
simple special sensory reactions may be complicated 
by central mechanisms which, at the moment at least, 
have to be dealt with in psychological terms. 


ce 


NOMENCLATURE OF CEREBRAL TUMOURS 


This subject is discussed in an editorial in the current 
number of the Journal of Neurology and Psycho- 
pathology.' It is pointed out that while tumours of the 
brain are among the commoner afflictions with which 
the neurologist has to deal, their frequency is scarcely 
realized either by the general practitioner or by the 
public. A death rate of 1 in 400 is given by the 
Registrar-General for England and Wales, but recent 
statistics from various countries give reason to believe 
that deaths from primary intracranial neoplasm are 
at least four times as common as that rate indicates. 
The growing interest in cerebral tumours during the 
last few years has. ‘‘ added a multiplicity of new names 
coined by the whim or fancy of enthusiastic workers 
and retained more often in loyalty to their originator, 
or simply to avoid greater confusion, than for their 
scientific value. For much of this new terminology 
there is little, if any, justification. New names should 
either connote new ideas or be more appropriate than 
the old, but in the case of cerebral tumours the advances 
in knowledge have been few, and these largely 
debatable, while many of the names are neither exact 
nor suitable.’’ After considering in some detail a 
number of vexed points in nomenclature the opinion 
is expressed that the classification of the future will lay 
greater emphasis on the malignancy and rate of growth 
of intracranial tumours, and will indicate more clearly 
which of them arise from congenital “ cell-rests ’’ and 
which from normal adult cells. 


The Russian Government has decided to erect a 
monument to Pavlov in Leningrad and to name an 
institute after him, as well as to publish his works in 
four languages. His brain will be kept in the Moscow 
Institute for Cerebral Research. His widow is to 
receive a monthly pension of 1,000 roubles. 


1 Journal of Neurology and Psychopathology, January, 1926. 
Issued by the British Medical Association, Tavistock Square, W.C.%. 
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TREATMENT IN 


GENERAL PRACTICE 


This article is one of a series on the management of some diseases of the digestive system met 
with in general practice. 


INTERPRETATION OF RADIOGRAPHS 
OF THE ALIMENTARY TRACT 
E. V7. TWINING, M.LR.C.S., L.R.C.P., D.M.R.E.Camb. 
(With Special Plate) 


Radiographs of the alimentary tract should be studied 
with certain considerations in mind: 

1. They represent a fluid cast of the internal surface, 
and show only profiles of that surface if the viscus is full. 

2. The actual walls of the viscus are, of course, in- 
visible. It will be found extremely helpful, in studying 
radiographs of the alimentary tract, to sketch in the 
estimated outline of the peritoneal surface. Even allowing 
for inevitable errors due to ‘‘ guesswork ’’ this method, 
by bringing the thickness of the wall into consideration, 
gives a much clearer conception of the anatomical facts 
and of the shape and size of a pathological lesion than can 
be gained from mere inspection of contours of the barium 
shadow. The method is illustrated in the diagrams in 
the text (I, I, III). 

3. If the viscus is only partly filled the apposition of 
its mucous surfaces allows mucosal detail to be demon- 
strated, for the opaque material then lodges in the sulci, 
and the elevations of the mucosal ridges and folds appear 
translucent streaks and lines between the barium- 
filled sulci. This method of showing “ relief pattern ’’ of 
the mucous membrane has for many years been an im- 
portant part of technique. By its means ulcer craters, 
small papillomata, and growths are often beautifully 
and readily illustrated. 

4. The radiographic film or print conveys, by its fixed 
and static appearance, a very false impression of what 
is seen on the fluorescent screen—unless it be remem- 
bered that it is only a ‘‘ snapshot ’’ of appearances which 
are rapidly changing. - Film and fluoroscopic examination 
bear much the same relation to one another as a still 
snapshot of a football match does to a cinema film. 
This is particularly true of the oesophagus, stomach, and 
small intestine. Much of the evidence which an experi- 
enced radiologist gains trom his screen examination, upon 
which indeed he bases his diagnosis, must pass unrecorded 
in films, though an effort is usually made to record the 
most significant phases of the constantly changing picture. 
Such evidence includes peristalsis, flexibility of the walls, 
fixation, palpable tumour or induration, and tenderness 
associated with organic By making a compre- 
hensive study of each viscus from ever-varying angles 
and in various degrees of filling, the radiologist builds up 
often very accurate, of the size, shape, 
and nature of the lesion. This article (restricted mainly 
to those conditions discussed in this series) deals only 
with those points which should be looked for in the films, 
and with film appearances which, so far as they go, may 
“ typical.’’ 
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lesions. 


his conception, 


a 
be considered 


Definitions 
The following terims are often met with in radiological 
reports. 
Filling translucent areca in 
the wall 


some object (food, clot, poly- 


Defect.—This signifies a 
viscus, due to 


ito the Jumen or to 


barium-filled 
projecting 
pus, hairbal!, etc.) in the lumen. 


a space-filling lesion « 


Niche or Pocket.—This is a projection of the barium shadow 
into the wall of the viscus or through it, and is nearly always 
due to an ulcer. 

Incisura.—This is a contraction of the circular muscle 
fibres or a Cicatricial contracture indenting the barium shadow, 
In rare cases it may be due to a band or adhesion. 

Diverticulum.—This is a protrusion of the mucous membrane 
through a small gap in the muscular walls. Occasionally 
("" false ’’ diverticulum) there is a protrusion of all layers of 


the walls. 


Oesophageal Lesions 

Nearly always malignant, oesophageal stricture shows 
an abrupt narrowing, emptying below by an irregular 
channel ; the dilatation the stricture is rarely 
extreme, though the dilated lumen may reach a breadth 
of about two inches. A tapered lower end often occurs 
with malignant disease, due to spasm just proximal to 
the actual growth. A similar tapering is seen in fibrous 
stricture and in simple spasmodic conditions. If the 
growth is near the upper end, the valleculae, pyriform 
recesses, and the oesophagus are often dilated proximal 
to the stricture. In such cases the barium may “‘ spill 
over’’ into the trachea or enter it directly by an 
oesophago-tracheal fistula. In either case the trachea and 
bronchi are outlined by barium. 

Cardiospasm eventually, owing to its chronic course, 
produces dilatation and elongation of the oesophagus, with 
hypertrophy of the walls. The dilated, elongated oeso- 
phagus takes on an S-shape, ending below at the cardiac 
orifice or at the diaphragm in a tapered extremity. It 
may project to the right of the mediastinal shadow and 
increase the apparent width of the latter in a radiograph 
of the chest. \ Retained focd remnants may produce 
filling defects (clear areas) or irregularities simulating 
carcinomatous nodules. 


above 


The Stomach 


In the normal stomach the mucosal rugae run longi- 
tudinally, but may be more or less crumpled. On the 
greater curvature and fundus a notching is produced by 
folds which curve away from the observer, in the line of 
sight. When the stomach is completely filled the mucosal 
ridges, except those on the greater curvature, are hidden 
from sight. (They are brought back to view by local 
pressure of hand or a pad, which brings anterior and 
posterior walls into apposition.) 

Deeper notches (three to four in number) on the greater 
curvature are due to peristaltic waves. Becoming deeper 
towards the pylorus, they pass from their point of forma- 
tion, about half-way down the greater curvature, to the 
pylorus in about twenty seconds. Very deep and numer- 
ous rapidly moving waves occur in the hyperperistalsis 
of duodenal or pyloric ulcer, or in early pyloric obstruction. 


GASTRIC ULCER 

The crater or niche (Haudek) is the cardinal sign of 
ulcer (see Plate, Figs. 5 and 6). Projecting usually from 
the lesser curvature into the gastric wall, or through it, it 
presents in profile view a smooth, rounded contour ; its 
apparent depth is increased by the heaping up of the 
mucosa around its margins. On the greater curvature, 
osite to it, a deep spasmodic or cicatricial ‘‘ incisura ” 


ig. 5) often points like an accusing finger to the crater. 


Op 
(Fig 
Ulcer craters near the pylorus are less obvious: occurring 
on anterior or posterior wal! they may only be visible as 
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Fig. 1.—Careinoma of stomach, Flat, irregular filling 

defect on greater curvature. Note abrupt sharply 
detined edge of the filling defect. 


Fic. 2.—Large malignant ulcer of stomach. — Broad triangular edge 
projecting into lumen on either side of crater. 


Fig. 3.—Duodenal Ulcer, 
\. Anterior wall uleer erater seen in profile. Note filling defect on either side of 
crater, due to thickened margins of ulcer. 


B. (Same ease.) Ulcer crater seen “en face” with slight compression. Note ring of Fig. 4.—Duodenal ulcer. Typical deformity of cap. 
thickened mueosa surrounding crater Gastric ulcer also present. 
Projecting crater on lesser curvature side. Incisura on opposite side 
DD. Diverticular pocket arrowed. Scarring in duodenal cap. 
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Fia. 5. Chronic gastric 
With rolled edge Incisura 


ticer on lesser curvature 


6.—Chronie penetrating 
On greater curvature 
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+ on face’’ pockets brought out by slight pressure on the 
abdominal wall, which traps the barium in the ulcer pocket 
between the opposing gastric walls thus brought into 
contact. 
Perforating ulcers may show a triple level—that is, a 
translucent air bubble above, a layer of fluid beneath this, 
and a layer of opaque barium at the bottom. These 
rforating ulcers are usually adherent to, and often 
xcavate, the pancreas or liver. 
The edge of the crater should be studied carefully. 
A moderately chronic ulcer (Diagram I, A) shows a 
triangular edge, rounded off near the edge of the crater, 
which rises gradually from the inner wall. The peritoneal 
surface, invisible in the radiograph, is outlined in the 
diagram. Very chronic ulcers have a thickened, rolled- 


Ducram I.—A, Ulcer of stomach, with incisura. B, Rolled 
edge of chronic ulcer. C, Healing ulcer. 


e 


Cc 


over edge (Diagram I, B). During healing of a gastric 
ulcer the crater becomes smaller and conical, and finally 
disappears (Diagram I, C). The heaped-up edges flatten 
out, but for some considerable time a rigid, flattened area 
remains after the disappearance of the niche, and an 
incisura may persist on the greater curvature after all 
visible trace of the crater has disappeared. A _ single 
observation is insufficient to distinguish a spasmodic 
incisura from a cicatricial] one. Variations in depth or 
constancy of the incisura point to a spasmodic origin. 
Frank hour-glass stomach (Fig. 7) shows a very definite 
biloculation of the stomach, the sacs being separated by 
a broad incisura on the greater curvature. On the lesser 
curvature side of this the food may be seen passing 
through the narrowed isthmus. This condition is much 
less commonly seen nowadays than it was ten or twenty 


years ago. 
ACUTE ULCERS 


Cases of acute haematemesis, without previous symp- 
toms, rarely show an ulcer crater radiographically. This 
has usually healed during the few weeks which elapse 
between the haemorrhage and the examination. Some of 
these ulcers are extremely small and shallow, and even if 
unhealed would possibly remain undetected. 


GASTRIC NEOPLASMS 

Neoplasms of the stomach are usually carcinomata. 
Sarcoma may occur, but it is rare. Lymphadenoma, 
fibroma, myoma, polypus, and other benign lesions are 
uncommon. The benign lesions are distinguished by their 
smoother contours and, when pedunculated, by their 
mobility within the gastric lumen. 

Of all the cases of carcinoma of the stomach which 
come to the radiologist only a very small proportion have 
small or incipient lesions. The insidious onset and absence 
of early symptoms account for the fact that the lesion is 
nearly always of appreciable size when the patient is first 
examined. The radiographic appearances are somewhat 
different in the two types of carcinoma—(a) hypertrophic, 
(6) scirrhous or infiltrating. In the former (Fig. 1 on 
Special Plate) there is found a filling defect projecting 
into the lumen, often showing irregular, multiple, ‘‘ finger- 
Print’? translucencies due to nodulation of the surface. 


They can occur anywhere in the stomach ; the extent of 
the neoplasm is indicated by the abrupt edge of the filling 
defect. 

Carcinoma at the fundus often shows a shadow pro- 
jecting into the gastric air bubble and visible in it as a 
“soft tissue shadow.’’ This may be verified by exam- 
ination of the patient in the recumbent position, with the 
head of the couch tilted downwards. The barium now 
flows to the fundus, and a filling defect appears having 
the same shape and contours as the previously noted soft 
tissue shadow. Both are due to the actual tumour mass. 

Scirrhous carcinoma, usually beginning at the pyloric 
end, produces a tapering and narrowing of the pre-pyloric 
segment, which is rigid, inflexible, and palpable as a 
thickened mass which can be rolled beneath the hand. 
Pyloric insufficiency is often present ; the food pours out 
into the small intestine through the rigid pylorus in a 
characteristic manner. Later, pyloric stenosis lesds to 
dilatation of the stomach with considerable retention of 
food after five hours. This dilatation with retention is 
more frequent and more marked in simple cicatricial 
stenosing lesions of the pylorus (pyloric or duodenal ulcer) 
than it is with neoplasm. 

To distinguish cicatricial pyloric stenosis from that due 
to growth is one of the principal difficulties of gastric 
examination—it demands patience and experience. The 
differential diagnosis depends almost entirely upon the 
patient screen observation, and on putting together of a 
number of visual observations of peristalsis, of flexibility 
and rigidity of the wall, of contour, and of variations in 
size of the lumen, together with the results of screen 
palpation. Retained food and fluid secretions add to the 
difficulties. The subject cannot be fully dealt with here. 
What must be emphasized is the absolute necessity for 
screening, and the impossibility in most instances of getting 
a certain result from films alone. The method adopted 
by some observers of making diagnosis from routine films 
is in my opinion bound to lead to serious error. Even 
more difficult is the differentiation of various benign 
lesions from one another: for example, chronic hyper- 
trophic stenosis of the pylorus, without ulcer, may be 
extremely difficult to distinguish from submucous oedema, 
lues, or from simple spasm, with or without actual 
ulceration. 


” 


MALIGNANT ULCER 
When a carcinoma ulcerates a crater is visible. The 


ae 


distinguishing character is that it is a ‘‘ niche within a 
filling defect’’ (Diagram 
II). Careful observation 
shows that the edges 
seen in profile are nearly 
always thicker and more 
triangular than those of 
a simple chronic ulcer, 
and that the crater is 
shallow and shelving. If 
the edges are traced out- 
wards from the crater a 
point is found where 
they rise abruptly from; 
the stomach wall (Dia- 
gram II). This abrupt 
rise indicates the true 
edge of the malignant 
mass, which extends far ‘<== 

crater. The behaviour edge of the filling defect in the 

of the mucosal folds is barium shadow, and the shallow 

also important. Ulcers crater within the filling defect. 

tend to cicatrize, and in this process contract. The 
mucosal folds therefore converge towards a benign chronic 
ulcer. Neoplasm spreads centrifugally and obliterates the 
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mucous folds. These therefore cease abruptly at the edge 
of the malignant area, usually at some little distance from 
the edge of the crater. 


Duodenal Ulcer 

In the past a method of diagnosing duodenal ulcer was 
based upon indirect signs, and much importance was 
attached to the triad ‘‘ hypertonus, hypermotility, and 
hyperperistalsis ’’ of the stomach. Every one of these 
signs is of secondary importance, and duodenal ulcer is, 
in fact, found associated with any type of stomach, 
showing widely different degrees of tonus, motility, and 
peristalsis. In no condition is careful and repeated filling 
of the viscus so important or so essential. 

Duodenal ulcer occurs most frequently in the first part 
—the duodenal ‘‘cap’’ (Fig. 4). To understand the 
typical deformity of the duodenum caused by ulcer we 
may regard it as a stomach in miniature: on one wall 
we look for a projecting crater, on the opposite wall an 
incisura may be found (Diagram III). The heaping up 
of the mucosa at the edges 
of the crater produces in this 
small space a much more 
pronounced narrowing of the 
lumen than it does in the 
stomach. Convergence of the 
folds of mucosa towards the 
crater, combined with mucosal 
thickening, may divide the 
cavity into a number ot 
pockets. It must, however, 
be borne in mind that the 


III. — Duodenal 


DIAGRAM 


kc A Cae. oh ulcer crater may be very sinall 
heaped-up margins. B, and itself invisible, and that 
Incisura, opposite ulcer. C, diagnosis depends on_ recog- 


Pylorus, 
nition of constant deformity 


due to some or all of the other factors enumerated above. 
Conversely a well-filled and normally shaped duodenal cap 
often contains an ulcer, which is only brought into view 


by slightly compressing its walls, under fluoroscopic 


control, until the crater shows as an ‘‘ en face’’ niche, 
er by careful scrutiny of each part of the cap in profile 
(Pig. 3, A, B; C,.D). 

Extra-luminal (penetrating and_ perforating) ulcer 


pockets also occur, and often contain residual barium 
deposits when the viscus itself is empty. Tenderness on 
deep pressure over the crater is often present, and is of 
some diagnostic value. 


Small Intestine 

It is rare to find radiographical evidence of organic 
disease of the small intestine, since lesions of this part 
of the alimentary tract are uncommon. A very character- 
istic picture is produced by obstruction of the small 
intestine. If the patient is examined standing a number 
of dome-shaped air bubbles are seen, grouped usually in 
the middle and upper abdomen. On giving the patient 
a barium meal it is found that the normal feathery 
appearance of the intestinal mucosa is replaced by a 
regular cross-striation, due to the stretched valvulae con- 
niventes, and the dilated loops of small bowel tend to 
arrange themselves in the well-known step-ladder forma- 
tion. The obstructing lesion is usually found near the. 
ileo-caecal junction, and may be due to neoplasm or to 


adhesions, 
The Colon 


The normal colon, examined by the meal method, shows 
a number of sacculations, the haustra, which remain un- 
very long periods of time. Peristaltic 
movements are very rarely seen, though if the case is 
examined from hour to hour a fairly steady progress of 


changed over 
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the meal is found to have occurred. Very slight peri- 
staltic movements are enough to enable the head of the 
meal to pass forward from one haustrum to another 
A meal will usually be followed by a distinct advance of 
the head of the opaque column, and by a striking clear. 
ance of the terminal ileum. Most observers have seen 
on rare occasions, a mass movement beginning near the 
hepatic flexure and rapidly sweeping the contents of the 
transverse colon into the descending portion. 


NEW GROWTH 

Carcinoma of the colon is shown as a filling defect. 
Although this may be clearly in evidence in an examina. 
tion by barium meal as soon as the meal has reached 
its site, failure to demonstrate a growth by this method 
does not in any sense exclude a lesion, and it is abso. 
lutely essential to examine by opaque enema (after 
thorough cleansing of the bowel by simple enemata), since 
the meal usually leaves several segments of the colon 
unfilled in which a growth might lurk. 


COLITIS 
There are no characteristic radiographical appearances 
in mucous colitis ; occasionally there are local areas of 
spasm which persist, or an unusually irregular haustral 
segmentation. Ulcerative colitis, on the other hand, 
shows, with opaque enema, a very typical, narrow, ribben- 
shaped colon (Fig. 8), with absence of haustral segmenta- 
tions. The mucous membrane may show a_ mottled 
appearance (pseudo-polyposis) in either condition. (Accu- 
mulations of mucus, actual ulcers, or hypertrophied 
mucosa may cause this mottled appearance.) 


PRESENTATION TO SIR ALMROTH WRIGHT 


SIR HENRY DALE’S TRIBUTE 


In the library of the Inoculation Department of St. Mary’s 
Hospital on March 24th Sir Henry Dale unveiled a portrait 


bust of Sir Almroth Wright, the work of Mr. Donald 
Gilbert, and presented it to him, together with a small 


volume containing an engrossed address and the names 
of about 250 colleagues who had participated in the 
testimonial. The address read as follows: 

““On the attainment of your seventy-fifth year we, your 
colleagues, pupils, and friends, take this opportunity of offering 
you a token of our esteem and our warm personal affection. 
We wish to commemorate your outstanding work in immuno- 
logy, your development of vaccine therapy, and your founding 
of the Inoculation Department of St. Mary’s Hospital, where, 


so far as in us lies, your work shall continue. We would 
commemorate, in particular, that scientific humbleness of 
heart and that freshness of vision which have helped you 


in unravelling the tangles of contemporary medical thought 
and which, throughout your career, have been an inspiration 
to your fellow-workers and disciples. 

‘“We wish you continued health and vigour to enable you 
yet more to enlighten the dark places of our minds and still 
further to enrich those branches of medicine with which your 
name will ever be linked.’’ 


Sir Henry Date, in performing the ceremony, said that 
they were assembled to testify their admiration and 
affectionate regard for Almroth Wright. They were there 
to tell him that they realized what it meant for science 
and humanity that he should have come through all 
these years of tireless devotion to the increase of life-saving 
knowledge by research with his own skilful hands and his 
own ingenious mind. Some of those present had only a 


layman’s appreciation of the practical results of his work, 
These were not far to seek—for example, the contrast 
between the tragic toll which enteric fever took of out 
armies in the South African War, and the experience of 


the much greater conflict two decades ago, when that 
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= 
one at any rate of the weapons in death’s armoury was 
effectively put out of action by the knowledge which 


Wright had by then made ready for practical application. 
But many others in that company had had the great 
rivilege of being able to recognize the detail and subtlety 
of the researches which had led to these results. These 
had not been obtained by random shots into the unknown, 
They had followed from the building and rebuilding of a 
fabric of ingenious theories which gave logical coherence to 
the observations made, until sometimes his friends had 
feared that he might overtax the resources of the Greek 
Jexicon in devising a nomenclature to give precision to 
his ideas. 

“ But it is not as a philosopher and classical scholar in the 
library that we expect to find him. We know that Sir Almroth 
Wright has the great characteristic which has been found in 
the famous scientific investigators throughout the ages, that 
he is always busy with his own hands and his own eyes, busy 
at his laboratory bench day and night, putting his ingenious 
questions to Nature, and loyally and humbly accepting her 
answers. He conducts his experiments with the smallest of 
mechanical aids. I am reminded of another great research 
worker, a friend of Wright’s, of whom I for a short time had 
the honour to be a pupil, Paul Ehrlich, who used to say that he 
could carry out al] the researches he wanted if he were given 
a supply of dyes and other chemicals, a handful of test tubes, 
a water-tap, and a bunch of blotting paper. I think Wright 
would not be very much more exigent in his requirements. 
I think he would be almost satisfied with some glass tubing. 
a gas burner, a few rubber teats, a few dabs of plasticene and 
vaseline, a decent microscope, and a tolerable incubator. The 
material for his research—a few drops of human blood—he 
would obtain from himself, or his friends, or his patients. He 
has always been a ‘man of blood.’ His earliest researches 
were on blood, and his research on blood and its intricate and 
beautiful reactions continues to the present day. 

“T sometimes think we should regard Sir Almroth Wright 
as one of the burglars of Nature’s mysteries, fashioning the 
skeleton keys with his own skilful hands from the most homely 
material, and then using them, with the touch of genius, to 
force the intricate locks.’’ 


Seventy-five years was a good long innings, but in 
Sir Almroth Wright’s case the score was “‘ 75 not out, 
and well set.’ In that long career he had had experience 
of many countries and conditions, including Germany and 
France, Ireland, north and south, India, and Australia ; 
he had made many contacts, and gathered around him 
devoted pupils and admirers. To his many friends it had 
seemed desirable to take the opportunity of making some 
permanent memorial of the personality of one of the great 
men of the age. The bronze bust, of course, was at 
Sir Almroth’s disposal, but it was hoped that he would 
allow it to remain in a niche in the library which the 
architect of the building, with a very proper foresight, 
seemed to have prepared for its reception. In his view 
a bust left more of a man’s personality for the future to 
see than any painted portrait could. In particular, this 
representation gave him the view of Sir Almroth Wright 
which he always got when he came to see him at the 
institute—the massive shoulders and head diligently bent 
over a laboratory bench. But from another aspect there 
was to be recognized, not a smile, which fixed in bronze 
would be tiresome, but a feeling that the smile of friendly 
humour which they all knew was just about to light up 
the countenance. The presentation was offered as a very 
sincere tribute of real admiration and affection, with the 
earnest wish that Sir Almroth himself would long remain 
at the institute to carry still further the brilliant researches 
which had meant so much for science and for mankind. 


Sir Almroth Wright’s Reply 


Sir ALMrotH WriGuTt began by saying that, faced with 
a list of notabilities who might be asked to convey this 
presentation, he had said, ‘‘ No ; the man of my choice, 
the man I have most reverence for in science, is my friend 
Dale. Let me have Dale.’’ There were not enough 


words in the English language in which to express his 
gratitude, and Sir Henry Dale had forbidden him to go 
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arduous task—it was really ‘‘ arduous to collect sufficient 
good things to say about a man.”’ His gratitude went 
out also to the sculptor, who had found him very trouble- 
some. If the bust was not a representation of absolute 
melancholy it was because friends were summoned to 
help him through the difficult ordeal. There was also a 
committee to be thanked, but they had told him that 
their names must not in any circumstances be mentioned. 
When originally asked to sit for the bust he was inten- 
tionally misled into supposing it was an amusing exercise 
for the sculptor, and he had no notion of the deep designs 
behind. Lacking the eloquence of gratitude, abundantly 
as he felt it, he took refuge in a little philosophy. 

The philosophy present to his mind was this: that 
work, after all, was not a pleasant thing. When people 
said that work was pleasant his reply was that they had 
not worked at anything worth while. But there were 
two entirely different things associated in the mind with 
the word “ pleasant.’’ . The pleasures of the senses—a 
plate of good strawberries, a nice scheme of colour, the 
fertile earth after soft rain—were perfectly understand- 
able. About other ‘‘ pleasures ’’—climbing Everest, 
spending three months under snow in the Arctic regions, 
learning Greek, occupying years in a laboratory—he was 
not so sure. These were associated with a great deal of 
fatigue and unhappiness. These types of pleasure ought 
to be entirely differentiated. The second type ought to 
be called—if one must stick to English—*“ satisfactions.’’ 
It might be great fun to work in a laboratory and get 
results, but it was not fun to work in a laboratory and 
fail to get results. The work which received praise and 
gave satisfaction was only a fragment of the whole task, 
for very much of which no praise was received and no 
satisfaction found. If anyone came to him and proposed 
to do medical research he asked, “‘ My friend, have you 
counted the cost? Do you know how much disappoint- 
ment there is in that work, and how little satisfaction?’’ 


The Reward of Work 


As for the reward of work, he recalled one man of 
science who did something great, and on his asking him 
what reward he would like, he said, ‘‘ The salary of an 
archbishop, a Rolls-Royce car, and a salmon river.’’ Few 
of them, perhaps, would put down the desired reward in 
that fashion. Another kind of reward was represented by 
honorary degrees, decorations, and titles. Those were 
extraordinarily good things, but they had one defect: there 
was no affection about them. That took the essence out of 
things. A better reward was the praise of one’s compeers. 
That he had had in abundance, and it was the best thing 
one could get in the world in the form of personal satis- 
faction. But there came a time when every man who 
was not a fool suspected that he might not be half as 
brilliant as he had thought, and recognition by Royal 
Societies and bodies of that sort were useful as restora- 
tives. Another thing to be remembered about receiving 
praise was that the recipient could not quote to others 
what had been said of him, unless, of course, the praise 
had been extremely qualified—and if it was not qualified, 
as it ought to be, by reservations, it meant that there 
was something wrong with one still. The praise of him- 
self with which he had been most pleased was given by 
Metchnikoff, who said, ‘‘ He is the sort of man who has 
very good original thoughts—but he has also many 
thoughts which are only original.’’ That kind of qualifi- 
cation really improved praise enormously. 

The last form of reward, and the one which he was 
receiving that day, was that of testimonial, which was 
worth all the others because it included the element of 
affection. No one ever subscribed to a testimonial because 
he thought the man had a certain amount of ability. 
It was the affection in this testimonial which filled him 
with humility. Sir Almroth Wright concluded his words 
with a quotation from Bunyan—from Mr. Valiant-for- 
Truth, who stood at the brink of the river of death look- 
ing back over the labour and toil of his life: “‘ I leave 
my sword to him that shall succeed me in my pilgrimage, 
and my courage and skill to him that can get it.”’ 
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THE STURGE-KALISCHER DISEASE, AND THE 
STURGE-WEBER PANATHENAIC AMPHORA 
AT TORONTO 
BY 
F, PARKES WEBER, M.D., F.R.C.P., F.S.A. 


Among the many rare congenital-developmental diseases 
of the nervous system—inborn diseases or abnormalities 
of development, potentially present at birth, though often 
not, or only imperfectly, developed till some period of 
post-natal life—is a curious haemangiectatic condition 
involving both the face and the meninges. I happened to 
be the first (1922) to publish the radiographic appearances 
of the brain in a typical case of this kind, and the con- 
dition may be compared to such congenital-developmental 
diseases as Lindau’s disease, von Recklinghausen’s neuro- 
fibromatosis, syringomyelia syringobulbia), and 
3ourneville’s disease or epiloia (tuberous sclerosis of the 
brain and Pringle’s telangiectatic type of sebaceous 
adenoma). 

The patient was indeed a remarkable sight. She was 
a rather obese young woman with a fleshy face, much 
of which, especially the left side, was scarlet or purple 
owing to a very large telangiectatic naevus ; on the left 
side she had an “ ox-eye’’ (buphthalmos, congenital 
glaucoma), and the right half of her body was smaller 
than the left half and also hemiparetic, pointing to a 
lesion on the left side of the brain. Because the #-ray 
findings by Dr. James Metcalfe in my case proved the 
existence of a more or less calcified and apparently 
‘““ festooned ’’ lesion on the surface of the left cerebral 
hemisphere, K. H. Krabbe* suggested the term ‘‘ Parkes 
Weber-Dimitri disease,’’ V. Dimitri, in the Argentine, 
having described the x-ray findings in a similar case in 

But in 1935 Professor Hilding Bergstrand* called the 
condition the ‘‘ Sturge-Weber disease ’’ because of the 
priority of Dr. W. Allen Sturge’s account in 1879. I find 
that Dr. Sturge® reported the case of a girl, aged 6} years, 
with an extensive telangiectatic naevus, especially of the 
right side of the face and head, right-sided buphthalmos, 
and epileptic fits beginning in the left hand. He con- 
cluded that the right side of the brain was also involved 
in the naevoid condition—and this in spite of adverse 
criticism by leading members of the London medical 
profession at the meeting, as may be seen by the account 
of the discussion published in the British Medical Journal 
at the time. R. Schirmer of Greifswald® had already 
described the case of a man, aged 36, with an extensive 
telangiectatic naevus, especially of the left side of the 
face, and left-sided buphthalmos; but he made no 
allusion to epileptic fits or brain disease. 

Much still remains to be discovered regarding the nature 
and pathogenesis of this disease, as also of other analogous 
congenital-developmental diseases, but the priority of 
explaining the gross connexion of the various lesions in 
a typical case belongs to W. Allen Sturge. If anyone's 
name should be added to his it should be not mine or 
Dimitri’s, but Kalischer’s, since S,.Kalischer in 19017 
published an elaborate account of the post-mortem 
findings in the brain of a child who was affected in the 
same way as Sturge’s patient, mine, and those of others. 


The Amphora’s History 


Though I must give up all claim to the honour of 
having my name associated to Dr. Sturge’s in regard to 
this disease, my name might still be joined to his in 
quite another way—namely, as having been the owner 
before him of a fine Panathenaic amphora, now, I under- 
stand, in the Royal Ontario Museum at Toronto. Briefly 
the history of the vase is as follows. : 

In ancient times it was given, filled with olives, as a prize 
to the proud victor of a horse-race at the Panathenaic games 
at Athens. The exact date cannot be stated, because it is not 


4 


dated by the name of the archon (the archon “ eponymos” 
as such vases sometimes are. Nor do we know the aa 
of the victor, nor whether he rode the winning horse himself 
or whether a jockey won the race fer him (since jockeys were 


employed in those days as now). Nowadays every English - 


war medal is indelibly marked with the recipient’s name 
stamped on the edge, while racing cups and athletic trophies 
of all kinds will immortalize the names of the victors. 

The Greeks appreciated this kind of immortality wef 
enough, as Pindar’s odes prove. The magnificent Tevergg 
types of many Syracusan silver coins from the time of Gelon 
onwards refer to victories in chariot races. King Philip TJ 
of Macedon (as one may learn from Plutarch) commemorated 
the victories of his chariots at the great Olympian games b 
the reverse type of his famous gold staters or ‘ Philips,” 
which continued to circulate in Europe after his death and 
constituted a part of the recognized official currency through. 
out the Roman Empire.* They were imitated in Gaul and 
Britain, so that in a degraded kind of way the reverse ¢ 
of native British gold coins continued to commemorate 
Philip’s agonistic successes. But alas! when a victor at the 
Panathenaic games received his amphora, full of olives, he 
never thought that his name or the date of his success would 
ever be forgotten, no more than anyone thought, in regard 
to the numerous anonymous painted portraits by old masters 
in the great galleries of the world, when they were first 
painted, that the identity of the portrait or the name of 
the painter could be lost. 

But now I will return to the Panathenaic vase in question. 
It is 254 inches in height, and on one side represents Athene 
promachos, as her statue stood on the Acropolis of Athens, 
helmeted and brandishing her spear. On her shield the 
remains of a white serpent can be made out. She stands, as 
usual on these vases, between two columns, which in this 
case are surmounted by cocks, not by owls as they- sometimes 
are, and along the left column is the usual legend signifying 
that the amphora is one of the prizes from Athens. The 
other side of the vase shows two riders with whips raised 
above them ; one of them is looking back. 

How this Panathenaic amphora came to England I do not 
know. But it was formerly in the possession of a Mr. Colman 
of Stoke Hall at Stoke Poges (Buckinghamshire), not far from 
the churchyard where Thomas Gray wrote part of his famous 
Elegy. One day in 1889 the late Mr. Frank E. Wheelan, 4 
dealer or agent who lived opposite the British Museum, said 
he had a bargain which would just suit me: and it did indeed 
suit me. He took me to his first floor room, and showed me 
a tray with a quantity of potsherds on it. He said he had 
brought them yesterday from an auction sale in the country. 
There had been an accident, and a Panathenaic vase had 
been broken to fragments. He had bought them for a trifle, 
and I could have them for a trifle more and fit them or have 
them pieced together like a jigsaw puzzle, or like putting 
together the small fragments of a broken-up mediaeval 
stained-glass window. This was successfully accomplished by 
Mr. C. RK. Chapman, who spent his days as an attendant in the 
Greek vase galleries of the British Museum and his evenings 
at this kind of work, more or less as a Jabour of love. 


Alten Sturge as an Antiquarian 


In 1892 Mr. Talbot Ready saw the vase in my room 
and asked me to let him have a try at improving it 
after taking it more or less to pieces again. Dr. W. Allen 
Sturge saw it in Mr. Ready’s shop in Rathbone Place, 
and wanted it for his collection. Mr. Ready promised 
me to deduct a considerable amount from my bill then 
owing to him if I would let Dr. Sturge have the vase. 
I believe every collector of coins, antiquities, etc.—at 
least every young one—becomes an amateur dealer on 
occasions, and I quickly concluded the deal, especially 
as the vase was taking up rather too much room. Now 
this Panathenaic amphora, together with other vases 
from Dr. Sturge’s collection, forms part of the Museum 
at Toronto. Dr. Sturge, on July Sth, 1917, wrote to 
me asking what I knew of the provenance of the vase, 
which, he said, was one of the most important ones in 
his collection, as it might be of interest to the museum 
authorities. I do not think that he found out more 
about it than I have stated here. 

Dr. William Allen Sturge died on March 27th, 1919, 
in his sixty-ninth year. Through his mother he was 
related to William Allen, F.R.S., the quaker and philan- 

*The word ‘ Philip’’ was sometimes used by later Roman 
writers as equivalent for ‘ coin.’”” Thus Roman denarii were call 
minute or very minute (minutuli) silver Philips in rescripts of the 
Emperor Valerian I. 
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thropist, and a short account of his life is included in 
the Reminiscences of his sister, Elizabeth Sturge (pp. 87- 
110). His large collection of prehistoric flint implements 
comprising also most of Canon Greenwell’s) is now in 


‘the British Museum, while his collection of Greek vases 


and bronzes (as stated above) is in the Royal Ontario 
Museum at Toronto. The disease connected with his 
name, though it is exceedingly rare, may well turn out 
to be one of the more important keys for opening up 
our knowledge of the pathogenesis of the various groups 
of the great “ congenital-developmental ’’ class of diseases. 
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FOTHERGILL TESTIMONIAL FUND 


FOURTH LIST OF SUBSCRIBERS 


The following is the fourth list of subscriptions to the 
testimonial to Dr. E. Rowland Fothergill, received in 
response to the letter published on January 18th (p. 130). 


ad: 
Amount previously acknowledged ate 967 8 6 
Herefordshire Local Medical and Panel Committee .. ee 0 
Hull Local Medical and Panel Committee ... oe ss § §& 0 
Sir John Atkins (London) @ 0 
F. J. Gomez (South Petherton)... 
Dorset Local Medical and Panel Committee mee .. 1010 0 
A. E. Hodder (Stafford) .., oad 20 0 
Staffordshire Panel Committee ... ral axed 
Renfrewshire Panel Committee ... 3 3 0 
E. A, Gregg (London) wat @ 
Burnley Panel Committee pat 5 & 0 
Lancashire and Cheshire Branch cas aa i .. 1010 0 
G. W. Beresford (Hove) ... 1 1 0 
S. Fraser (Hove) ... i 1.6 
Anonymous ... ove 10 0 
East Lothian Panel Committee .., 2°2 
Members and Staff of Brighton Insurance Committee ... 5 5 0 
Hastings Local Medical and Panel Committee .., ac” CG 
A, E. Larking (Beckley) ... 
Manchester Local Medical and Panel Committee ... + Jor 8 
NM Kemp (York) ...- ©... ewe 
E. D. Broster (Wirksworth) = 10 6 
Hertfordshire Local Medical and Panel Committee 
J. M. Martin (Cheltenham) 3°26 
L. A. Johnson ae 16 @ 
Leeds Panel Committee ... & 0 
Nottingham Panel Committee ... “és § & 
Barrow Panel Committee ... 22-9 
Cheshire Local Medical and Panel Committee... 
Greenock Local Medical and Panel Committee... 0 
Huddersfield Local Medical and Panel Committee... ee = S'S 
North Riding of Yorkshire Panel Committee 
Surrey Local Medical and Panel Committee... oan ees & & O 
C. Charnock Smith (Hastings) ... 110 
Walsall Local Medical and Panel Committee ee so $3 0 
Birmingham Panel Committee ... 26 5 0 


£1,361 12 0 


Cheques should be made payable to the Fothergill 
Testimonial Fund, and addressed to the Treasurer, Fother- 
gill Testimonial Fund, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.1. 


MODERN HOSPITAL CONSTRUCTION IN 
GERMANY 


Some impressions following a tour of Continental hospitals, 
chiefly in Germany and Denmark, were given by Mr. 
C. Morcan Davies, an electrical engineer, at a meeting 
held under the auspices of the Medical Section of British 
Industries House on March 27th, Dr. H. K. GRAHAM 
HopaGson presiding. 


Mr. Davies said that he had recently visited about twenty 
hospitals and clinics in these countries. German hospitals 
could be divided into four classes: State hospitals, municipal 
and county hospitals, hospitals operated by insurance societies 
and concerned chiefly with particular diseases—such as, tuber- 
culosis—and church hospitals, for the most part well designed 
and equipped, but not associated with much research activity. 
The State hospital group included the largest, ranging from 
1,000 to 3,000 beds, and were associated with the universities 
for teaching purposes. Few of the new hospitals adhered to 
the orthodox rectangular design ; the favoured form of con- 
struction was cubical, which facilitated communication 
between departments, and was said to lessen building costs 
by 30 or 40 per cent. as compared with the rectangular plan. 
For a hospital of 420 beds recently constructed on this plan 
the cost was said to work out at 3,800 marks per bed. 
Patients were divided into first, second, and third classes ; 
the term ‘‘ private patient ’’ was scarcely used. Small wards 
were the rule, with accommodation for not more than six 
beds. For first-class patients the wards were equipped in a 
similar manner to rooms in a good hotel, and had private 
bath and sun balcony, and the charge was very moderate— 
eight to eleven marks a day. It was the general view that 
the small ward had every advantage; it afforded greater 
privacy for the patient, made it easier to control temperature 
and ventilation, reduced any risk of infection, and minimized 
the dislocation due to cleaning. Patients were also better 
nursed in the small ward. 

Dealing with some relatively minor points in hospital 
administration, Mr. Davies said that wastage of electricity 
was a trouble in all hospitals, especially in the ward kitchens. 
In German hospitals the plan was devised of switching off all 
electricity to cookers in ward kitchens every fifteen minutes 
throughout the day by means of an impulse transmitted over 
the cables of the synchronous clock system, and, of course, 
if cooking was actually taking place the cook had only to 
switch the current on again. A personal call system analogous 
to the automatic telephone placed inquirers in contact with 
any member of the staff without troubling the hall porter. 

The arrangements in the #-ray department were also often 
ingenious. In Germany the radiologist, the physicist, and 
the engineer worked in closest collaboration. A larger number 
of radiographers and other auxiliaries were employed, having 
been trained over a longer period than in this country. It 
was not usual in Germany to separate the x-ray diagnostic 
and therapeutic departments ; they were under one director. 
The switch table controlling the x-ray generator was always 
a fixture in a small room by itself, where the operator could 
observe what was happening in two or three directions at 
once. British practice favoured a mobile control table, and 
getting close to the patient, but Continental radiologists were 
surprised at the indifference of their British colleagues to stray 
radiation. The methods of connecting high-tension trans- 
former units to x-ray tubes were various. He found one 
installation in Hamburg where the transformers were con- 
nected to junction boxes by means of insulated lead-covered 
cables buried in the plaster of the walls. Some of these 
installations operated at 206 kV for therapy purposes, but 
so far no trouble had arisen or indication of any danger. 
In a Berlin hospital the transformers were all in the basement, 
and the high-tension distribution gear lofted above the opera- 
ting department, lead-covered conductors running in cavities 
in the walls. Metal-covered wall ducts were also common. 
He also mentioned that 700 rotating anode tubes were opera- 
ting in Germany alone, compared with fewer than twenty 
installed in this country. 
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Reports of Societies 


PREVENTION OF NEO-NATAL DEATH 


Three Sections of the Royal Society of Medicine combined 
for a discussion on March 27th on ‘‘ The Prevention of 
Neo-natal Death, Injury, and Disease.’’, The chair was 
taken by Sir LaNceLtort BARRINGTON-WarD, president of 
the Section of Disease in Children. 


Magnitude of the Problem 


Dr. N. B. Capon of Liverpool said that in 1933, in 
England and Wales, the number of neo-natal deaths was 
18,683 and the number of stillbirths 25,084.* The neo- 
natal death rate was about 50 per cent. of the total 
infant mortality rate. In the period from 1906 to the 
present day, while the infant mortality rate had decreased 
by about 50 per cent., the neo-natal death rate had 
decreased by only about 20 per cent. The morbidity 
figures were not available, but that aspect was at 
least as important as mortality. In Liverpool Maternity 
Hospital a fourteen-years record showed a neo-natal death 
rate of 30.1 per 1,000 live births. 

After pleading for close co-operation between 
obstetricians and paediatricians, the speaker divided the 
chief causes of neo-natal disease and death into ante- 
natal, intra;natal, and post-natal. Ante-natal causes 
included faults in general hygiene, especially diet, also 
prematurity, and, again, syphilis. With regard to pre- 
maturity, the standard now frequently used was 54 lb. 
or under, whereas previously it was 5 lb. or under. 
He urged that the former should be generally em- 
ployed, being more comparable with Continental 
standards. With regard to intra-natal causes, in deal- 
ing with cranial injuries it was necessary not only to 
think in terms of gross damage such as haemorrhage ; 
in many cases the pathological lesion was concussion, 
oedema, or congestion. He mentioned also extra-cranial 
injuries. Early treatment by suitable bandaging or 
splinting was essential for most of these injuries. In 
dealing with the establishment of pulmonary respiration 
he mentioned the primary importance of being gentle 
and of using only the gentlest forms of inhalation. Post- 
natal causes of illness were faulty hygiene, infections and 
toxic conditions, and failure of breast-feeding. Com- 
paratively rare but important causes were haemorrhagic 
disease, anaemia gravis, icterus gravis, and congenital 
malformations. Of fifty-six cases of haemorrhagic disease 
of the newborn treated by blood injection death occurred 
in only five. The value of injections for icterus gravis 
was well established. Anaemia gravis treated by blood 
transfusion, liver, and iron therapy also usually did well. 


Obstetrical Considerations 


Professor G. I. STRACHAN said that neo-natal death was 
much less frequent than stillbirth ; in hospital practice it 
had only about one-third the frequency. The most 
common clinical association was prematurity, either alone 
or associated with such obstetrical complications as ante- 
partum haemorrhage, toxaemia, or syphilis. In a series 
of fifty consecutive cases of neo-natal death the associated 
clinical conditions were: 


Complications of labour ... ... 18 cases 
Toxaemia of pregnancy ... bes 

Cause unknown 


Thus prematurity alone was responsible for 20 per cent. 
of the cases, and in association with fifteen other con- 
ditions it was present in 50 per cent. Birth injuries were 
found in 24 per cent. Usually labour was complicated, 
and the main lesion present was subtentorial haemorrhage 
with laceration, but suprarenal haemorrhage was noted 
in one case. Pulmonary lesions such as atelectasis and 
haemorrhagic consolidation were present in 28 per cent. 


iding figures for 1934 were 18,711 and 25,209 


M 
- 
The latter condition was associated with prematurity, ang 
was probably mechanical. The foetal states, such as 
anencephaly, exomphalos, and others, were self-explang- 
tory. Syphilis was present in 6 per cent. of cases. Ina 
number of these cases the condition was not preventable 
but in others much could be done by a careful conduct 
of labour and by ante-natal supervision for the detection 
of syphilis or physical lesions to prevent neo-natal death, 
In certain cases where induction of labour or Caesarean 
section was under consideration, the interests of the 
mother might be opposed to the interests of the child, 


Environmental Factors 


Dr. Eruer Cassie of Birmingham said that the poorest 
districts showed no preponderance of stillbirths or neo- 
natal deaths ; in fact, they often had a slight advantage, 
An investigation had been carried out on this point jn 
Birmingham, and it was found that in the slum areas of 
the central wards the proportion of stillbirths and neo. 
natal deaths to total births was slightly lower than in the 
outer or suburban ring. There was no doubt that pre- 
maturity was of outstanding importance in neo-natal 
mortality, and the statistics showed 60 per cent. of the 
deaths ascribed to this cause. It was of some interest 
that, according to the records of the Birmingham pre. 
mature baby ward, out of 112 premature infants who 
failed to survive, 68, or 60 per cent., died from pre- 
maturity alone, injury and atelectasis and _ congenital 
malformation taking second place among the causes of 
death, and infective conditions coming next. Of the 
stillbirths last year in Birmingham, numbering 548, 213, 
or 39 per cent., were premature, but in all but twenty- 
two of these a primary cause of death was found to 
explain the failure to survive birth. Ante-natal causes 
accounted for 250 of the 548 stillbirths—toxaemia and 
nephritis, ante-partum haemorrhage, ill-health of the 
mother with cardiac disease, and so forth. Foetal abnor- 
malities caused 16 per cent. of the stillbirths. The inevit- 
able conclusion must be drawn that ante-natal and 
obstetric factors were mainly responsible for the loss of 
life. In the ante-natal period something more was neces- 
sary than examinations for disproportion. The factors 
influencing these rates could only be affected by proper 
care of the expectant mother and improved obstetrics, 
including skilled care of the infant. The training of 
doctors and midwives in relation to the newborn infa 
was still insufficient. Careful management of the newborn 
offered the hope of saving many of these children. 


Epidemiological Aspects of Neo-natal Death 


~ 


Dr. Letitia FarrFIELD said that in the L.C.C. maternity 
wards in 1935 the number of live births was 14,915, of 
stillbirths 604, and of deaths during the first ten days 
296—the period of ten days being chosen arbitrarily to 
make the returns from the different hospitals comparable. 
Of these 296, seventy-one were born at term, and 225 
were premature. An attempt had been made to classify 
the causes of death from the clinical rather than from 
the pathological point of view. Ante-partum haemor- 
rhage and toxaemia figured prominently in this series, no 
doubt because of the increasing extent to which the 
Council’s wards were used for the admission of patients 
with high blood pressure or albuminuria. Syphilis was 
now a rare cause of neo-natal death, accounting for only 
five of the 296 cases. Neo-natal deaths reached their 
highest peak of 42 per 1,000 in 1906, and _ slowly 
descended to 32 in 1923; in 1928 they stood at 31, 
at which figure they remained seven years later. Mean- 
while the stillbirth rate, to which the neo-natal death 
rate was allied on one side, had also shown little im- 
provement. In looking for some ray of hope in the sur- 
rounding statistical gloom, it was helpful to have regard 
to local variations, suggesting that some remediable cause 
was at work. The neo-natal death rate varied consider- 
ably in different districts. Whilé in England as a whole 
it was 31 per 1,000, it ranged from 24 in London 
to 40 in Durham and Northumberland. The South of 
England had the next lowest rate to London, and the 
Midlands occupied an intermediate position. Climate had 
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emething to do with it, but not much. Harsh industrial 
pes social conditions could not be dismissed as a factor. 
Worry and malnutrition might hurry infants into the 
world and then hurry them out of it. 


The Factor of Illegitimacy 


The factor of illegitimacy, Dr. Fairfield said, had also 
to be considered. The variation as between the death 
rates of legitimate and illegitimate children was less 
marked in France, where less opprobrium attached to the 
unmarried mother and where arrangements for her care 
were better. In France the total death rate for children 
ynder 1 day was 12.7, and for illegitimate children 14.5. 
For children under 1 month the total rate was 29.4, and 
for illegitimate children 44.3. In Ireland the figures were 


amazing : 


Under Under Total Infant 
Death Rate 1 day 4 weeks Mortality 
Illegitimate 96.6 ......... 294.66 


There was some evidence that the hospital was the best 
place for a child to be born in if it was to survive its first 
month. She was not pleading for complete hospitalization 
of maternity cases, but premature labour should be a 
efinite reason for admittance. 


General Discussion 


Dr. E. A. Barton said that examination of a number 
of stillborn infants who had made no attempt to breathe 
had shown that the trachea was a closed tube with the 
surfaces in. contact and that the glottis was closed. In 
the newborn, therefore, before the infant had made any 
effort to breathe, Silvester’s procedure of artificial respira- 
tion or any other was useless unless and until the glottis 
was opened and the trachea had become a patent tube. 
If the infant had made no effort to breathe the glottis 
must be artificially opened and the surfaces of the trachea 
separated. After a considerable number of post-mortem 
examinations of such infants he had more than a suspicion 
that before the first inspiration there was some repressed 
outward spring in the chest wall, which, when released, 
tended greatly to assist the first effort at respiration. 

Dr. Mary Kipp urged the importance of extra nourish- 
ment for prospective mothers. It was open to local 
authorities to provide milk in needy cases at any time 
during pregnancy. She hoped medical officers of health 
would induce their authorities to provide milk over the 
whole period. 

Dr. K. H. TaLLerman referred to the need for co- 
operation between the paediatrician and the obstetrician. 
On the Continent and in America the paediatrician was in 
a position in which he could supervise the obstetric 
nursery. The co-operation he had mentioned’ was 
specially important in the case of the premature baby. 
Premature infants should be fed by tube until at all 
events they had achieved a weight of 33 lb. 

Professor F. J. Browne said that he had seen acute 
haemorrhagic pneumonia in infants in a good many cases. 
In one case of a child of 5 months who was found dead 
in bed dried blood about the mouth and nose might have 
suggested foul play, but on post-mortem examination the 
condition of the lungs made the cause evident. Another 
condition which had not been recognized in this country, 
but of which he had seen seven or eight cases, was an 
aspiration pneumonia due to infection of the lungs by 
aspirated material during birth. It had been recognized 
in America, and he thought also in Germany. 

Dr. Heten Mackay pleaded that babies born in their 
own homes, who during the first month of life showed 
difficulties of one sort or another, should be admitted 
without delay to a maternity hospital. Few maternity 
hospitals, at any rate in London, were willing to take 
in a woman who had already been delivered. It was in- 
advisable to take a newborn baby into the general ward 
of a children’s hospital if this could be avoided. Every 
maternity hospital should lay down some schedule of 
feeding for premature babies, also a moderately elaborate 
chart giving daily intake, temperatures, stools, weights, 
and so on. Often the first warning of something wrong 
was a rather distended abdomen, and residents in 


“not been mentioned which might account for not a little 


abdomen every day. 

Dr. STELLA CHURCHILL asked whether there was evidence 
of attempts at abortion being made by the unmarried 
mother to explain the difference between the mortality 
of legitimate and illegitimate infants. In Ireland it 
appeared to amount to large-scale infanticide. 

Dr. Emity SauNDERS-JAcoss described an investigation 
into sixty-three neo-natal deaths at Woolwich, representing 
the total for one year in that borough. In 50 per cent. 
congenital conditions played a part ; the other large group 
came under the heading of marasmus and prematurity. 

Dr. ALAN MoNcRIEFF, who summed up the discussion, 
said that it had emphasized the importance of prematurity 
as a cause. The nursing of the infant was extremely 
important. The tendency at the present day was to go 
in for air-conditioned rooms, electrical blankets, and other 
gadgets, but nothing superseded the nurse. A _ second 
point was the importance of getting respiration going 
properly and of attention to the toilet of the nasopharynx 
by a mucus extractor. One common infection which had 


neo-natal mortality was the common cold. Again it was 
most desirable that an infant should be discharged from 
a maternity hospital only as a “‘ going concern,’’ and not 
while losing weight or running a temperature. 


Treatment of Atelectasis 


At the same meeting Dr. J. B. Biarkiey and Dr. G. F. 
GIBBERD gave a short communication on the mechanism 
of atelectasis and its treatment by intratracheal insuffla- 
tion. They spoke of the importance of maintaining the 
inverted position for the infant as soon as possible after 
delivery, and showed an inclined receiver in the shape 
of a table twelve inches wide and twenty-four inches long, 
set at 15 degrees to the horizontal, the lowest part con- 
sisting of a hinged headpiece. To this the infant, wrapped 
in a warm blanket, was transferred, a mucus catheter 
being employed. In this way atelectasis in prematurely 
born babies could be effectively dealt with. 


MEDICAL ASPECTS OF THE MENOPAUSE 


At a meeting of the Section of Medicine of the Royal 
Society of Medicine on March 24th, with Sir CHARLTON 
Briscoe in the chair, a discussion took place on medical 
aspects of the menopause. 


Endocrine Difficulties” 


Sir WALTER LANGDON-BRowwn said that neither the 
importance ner the complexity of the subject could be 
doubted. It was something of a reproach to medicine 
that so many women spent months and even years in 
physical or mental suffering over what was only a physio- 
logical event. The special endocrine difficulties of the 
menopause might be referred to two main causes. In 
the first place, women, unlike other mammals, had no 
phase of anoestrus. From puberty until the completed 
menopause the healthy endometrium was always either 
functioning or preparing to function. The woman entered 
upon the menopause with the clock running down, and 
the change was therefore somewhat violent. The other 
cause of difficulty was the bisexual nature of the ovary, 
and the tendency to virilism following upon the diminu- 
tion of its feminine activities. The interdependence of 
the pituitary and the ovary was so well recognized now 
that it was only necessary to mention the importance of 
the anterior lobe secretion in completing sexual develop- 
ment and maintaining the menstrual cycle. It often 
happened in medicine that gross pathological lesions helped 
to throw light on minor disabilities and normal events. 
The Cushing syndrome of basophilism. was associated with 
the grossest departures from the normal, yet its study 
had led to interesting deductions as to physiological 
processes. It was concluded on what appeared to be 
insufficient evidence that the basophil cells formed the 
sex hormone while the eosinophil cells formed the growth 
hormone, but Levy Simpson and others had shown that 
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the basophil cells were the source of some depressing 
inhibitory hormone substance. As the ovary was a 
bisexual gland it must greatly increase the upset of the 
whole organism when its normal feminine activity fell 
into abeyance. 

The state of the endocrine system existing previous to 
the menopause had a considerable influence on the meno- 
pausal condition. Symptoms of hyperthyroidism or hypo- 
thyroidism were apt to appear according to the previous 
make-up of the individual. It was recognized that either 
myxoedema or Graves’s disease was apt to arise at this 
period. This was probably why such conflict of opinions 
had existed as to the propriety of thyroid administration. 
The stout lethargic arthritic subject, with a tendency 
to headache, would probably benefit by thyroid, while 
the highly strung subject, prone to palpitation, would 
not. So far as the conflicting evidence could be un- 
ravelled it would appear that as the ovary began to fail 
there was a temporary effort on the part of the pituitary 
to compensate for this by increased production of sex 
hormones, which thus disturbed the whole balance. That 
this was the correct interpretation was supported by the 
evidence that many of the discomforts of the menopause 
might be ameliorated by the administration of oestrin to 
restore that balance. It was evident that the ovary and 
the anterior pituitary were complementary. Too much 
oestrin depressed the pituitary activity, too little made 
it unusually apparent. There was a third member of 
the sympathetic endocrine group which interacted with 
the gonads—namely, the adrenals. Whenever the supply 
of oestrin failed there appeared to be a temporary over- 
action of the anterior pituitary ; the adrenals also tended 
to overact, while the thyroid was accelerated along which- 
ever path it had happened to be following previously. 


Vascular Changes 


Sir Walter Langdon-Brown went on to say that he had 
not come across any evidence which justified the idea 
that there were intrinsic cardiac changes apart from the 
changes of the heart muscle which occurred in gross 
hyperthyroidism. Of vascular changes, however, there 
was plenty of evidence. These changes took the form 
of temporary or permanent hypertension which might 
depend on basophilic activity of the pituitary, and also 
of vasomotor instability in which the adrenals played a 
considerable part and which appeared to be a direct result 
of lack of oestrin. The association between the number of 
basophil cells and the blood pressure was rather striking, 
and might afford some explanation of the rise in pressure 
in later life precipitated by the changes in the pituitary 
at the natural or artificially induced menopause. The 
pituitary was the intermediary between the centres of 
emotional expression in the diencephalon and the gonads, 
and this provided a physiological explanation of some 
of the emotional disturbances encountered. But more 
purely psychical factors must also be considered, while 
below the psychical levels such a disturbance might play a 
part in producing the digestive upset which was so fre- 
quently seen. The more one considered the evidence the 
larger the part which endocrine factors seemed to play, 
but the make-up of the personality had a great influence. 
Much depended on the way the woman approached the 
menopause. Some women confessed to despair on nearing 
what they regarded as a physical and spiritual senility 
for which there was no remedy. It was most important 
that the woman should make investment in interests 
which would continue into later life. Those to whom he 
was speaking were, of all people, emancipated from the 
fallacy that a woman’s value to society lay solely in her 
ability to procreate. But at the menopause each organ 
was saying ‘‘ No’’ as loudly as it could, and the result 
was a cacophony of jangled nerves and physiological 
elements. The better the woman had adapted herself to 
life as a whole, the less were the psychological elements 
of the situation likely to affect her. But the physical 
aspects also called for sympathetic handling. 

One complication sometimes seen was arthritis. It was 
also a familiar observation that multiparae had an 
exacerbation of chronic backache at this period. In 


certain animals the corpus luteum secreted a hormone 
which had been given the name of “ relaxing,’’ because 
it relaxed the pelvic ligaments at parturition, This 
hormone was not formed by the human female organism 
and, that being so, the cause of the backache after repeated 
labours was easy to understand. The treatment of meno. 
pausal conditions until lately had been chiefly symp- 
tomatic. Bromides were generally deleterious except in 
small doses and for short periods. Thyroid was best 
reserved for those cases which showed definite evidence 
of hypothyroidism, and in any event the doses should 
be small. On several grounds it had been felt that if 
sn active preparation of oestrin were available benefit 
wou:d follow its use. Perhaps the best results had been 
obtained in the relief of the vasomotor symptoms. The 
psychological part of the treatment must not be over. 
looked ; it was an absolutely essential factor. He did 
not think it wise to urge a patient with menopausal 
symptoms to engage in social duties if she shrank from 
them. It was well for her to have a time of retreat while 
her endocrine system settled down to a position of new 
and more stable equilibrium. 


Menopausal Cases in General Consulting Practice 


Dr. A. P. THomson of Birmingham reviewed the cases 
which came to a general consulting physician and ana- 
lysed the symptoms which led the patients to come. He 
had been rather surprised at the number of such cases 
he could find without difficulty in his case records. The 
subject was meagrely treated in the medical textbooks, 
In three of them the word ‘‘ menopause ’’ did not appear 
in the index ; in others there were very slight and un- 
helpful references. The best description of the symptoms 
of the menopause as occurring in a representative sample 
of the population was in the report issued by the Medical 
Women’s Federation in 1933. Excluding women who 
had passed through the hands of a gynaecologist, it was 
found that roughly 15 per cent. went through the meno- 
pause without any symptoms at all, 10 per cent. were 
totally incapacitated for shorter or longer periods, and 
in between the two were a large number of women who 
definitely had symptoms that disturbed them. As seen 
in ordinary practice these symptoms in the majority of 
cases were relatively slight, but there were quite a large 
number of women who did suffer rather severely at the 
menopause and who were seen by consulting physicians. 

The most numerous group of his cases consisted of 
those who had an anxiety neurosis. These women feared 
that after the menopause both their attraction and their 
value in the world would have disappeared. Another 
well-marked fear, at least among patients seen in private 
practice, was the possibility of cancer. It was surprising 
what a number of women came to the physician believing 
they had malignant disease. As for women of the poorer 
class seen in hospital practice he thought many of them 
welcomed the menopause. To the working-class woman 
who had brought up a family on narrow means there 
was consolation on the arrival of a period of infertility, 
and this might be the reason why they escaped the 
anxiety neurosis frequent among better-to-do women. 
There was a large group in which a hyperthyroid state 
seemed to be threatening, but came to nothing. The 
results of thyroidectomy in his experience were _ bad. 
Seymour Barling had said that there was a definite class 
of women in whom the results of thyroid treatment in 
or near the menopause were unsatisfactory, and that was 
confirmed by the report of the Medical Women’s Federa- 
tion, which showed that permanent changes in the thyroid 
dated from the menopause in rather less than 2 per cent. 
Before leaving the subject of anxiety neurosis he asked 
for information about psycho-analysis. Years ago he had 
referred quite a number of patients to the psycho-analyst 
for symptoms of this sort, but the results were un- 
favourable and he gave it up. Was psycho-analysis @ 
dangerous weapon to be used at the menopause? 

A second group consisted of those in whom symptoms 
such as flushing, haemorrhage, or nervousness had been 
prominent, and some gynaecological procedure had been 
suggested. The reason why he was consulted in these 
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learn whether he thought the woman would 
the doctor in charge or perhaps the 
: naecologist having discovered a murmur of the heart. 
i had found the systolic murmur due to a simple 
anaemia, and with rest, fresh air, common sense, and 
iron these patients were perfectly well again. His 
experience of ovarian extract had been a little unfortunate. 
It seemed to do a great deal of good in some patients, 
put if suggestion were discounted the number of cases 
was not very large. Amongst gynaecologists there was 
an odd faith in insulin—he had never been able to under- 
stand the rationale—for checking uterine haemorrhage. 
One method of treatment, very simple and mediaeval, 
was bleeding. Certainly it was followed by relief of 
flushing, and if he had to select between ovarian extracts 
and bleeding he would choose the latter. Of symptoms 
developing late in the menopause the most important from 
the physician’s point of view was obesity. This occurred 
twice as often among married women as among unmarried. 
As for arthritis, it was a question whether this was ever 
seen in the thin. He thought it arose in the knees owing 
simply to the deposition of fat in the abdomen and 
highs. 
The last group was a small but sad one—the psychotic 
group. Quite a number of addictions—to drink as well 
as drugs—began at about the menopausal age. 


Oestrin and Prolan A 


Dr. P. M. F. Brisuor spoke of the significance of the 
prolan A of Aschheim and Zondek. The curve of the 
secretion of prolan A had been found to run almost 
parallel with a curve representing the frequency of hot 
flushes. The observations might appear to be of academic 
interest only, but they did throw some light on the 
rationale of the treatment of menopausal symptoms with 
oestrin. The administration of oestrin relieved symptoms, 
not by direct replacement, but by gradually lowering the 
prolan A level. It was important to avoid promiscuous 
oestrin therapy. Prophylactic treatment of the meno- 
pause seemed highly desirable. An endeavour should be 
made to keep the prolan A at such a level that the patient 
was not unduly disturbed by her symptoms, and gradually 
to lower the oestrin dosage as the patient became adjusted 
to higher and higher levels of prolan A. High doses of 
oestrin were usually unnecessary, at any rate for the 
treatment of the commoner menopausal symptoms, and 
consequently oestrin injections were seldom required. His 
practice had been to start with doses of about 500 inter- 
national units daily by mouth, and if this did not control 
the symptoms within a month the dose was raised to 
1,000, which was usually effective. Patients treated with 
oestrin for whatever complaint frequently volunteered the 
information that they experienced a sense of well-being 
during the course of treatment. This was not a purely 
psychological effect, for it was seldom noticed with other 
forms of endocrine preparations. All practitioners had 
suffered from the garrulous, discontented, menopausal 
patient, with her aches and pains, and he had had 
occasion to welcome with much gratification the change in 
mental attitude which oestrin had afforded, changing some 
of these patients into kindly and cheerful persons. 

Dr. W. STOLKIND referred to the frequency of anxiety 
neurosis among these patients. Often it yielded to re- 
assurance that nothing would really happen to them, and 
that after a time all would come right. He believed that 
the giving of hormone preparations by mouth was waste 
of time and money. Injection of oestrin might appear 
to have some result, but he was inclined to think it was 
psychological. As to psycho-analysis, he agreed with 
Dr. Thomson completely. He had seen many patients 
who came to hospital after they had been treated by 
psycho-analysis in other clinics and were worse than they 
had been at the beginning, 

Dr. A. H. DourHwalte agreed that the arthritis of the 
knees was often due to an increase of weight and did not 
deserve a special nomenclature. But there might be a 


menopausal arthritis which simulated rheumatoid arthritis 
m younger persons, from which, however, it differed in 
It did not cripple the patients to 


a few particulars. 


anything like the same extent, it was slowly progressive, 
and resistant to treatment. Some 30 per cent. of the 
patients had complete achylia or else achlorhydria with 
excessive mucus. It also differed from rheumatoid arthritis 
in that the blood uric acid was usualy above normal, 
though he did not think this was important because on 
lowering the blood uric acid by diet or in any other way 
the symptoms were not relieved. This condition came on 
from nine to twelve months after the beginning of the 
menopause. 

Dr. Puitip ELLMAN referred to the condition of meno- 
pausal acromegaly. Intrapelvic diathermy had _ been 
tried in one patient, who, after a course of eight treat- 
ments, was relieved of symptoms and appreciably im- 
proved. Thinking it might be psychological, the course 
was continued after a month’s rest, and progress was 
well maintained. After three courses a rest of six months 
was given, by which time there was some recurrence of 
symptoms, and these were again relieved on resuming 
treatment. The speaker also referred to the frequency 
with which symptoms of hyperthyroidism, hypertension, 
and obesity were found in women who had undergone 
severe gynaecological operations. Presumably the removal 
of the ovaries was responsible for a syndrome rather like 
that which was seen at the menopause in certain women. 

Sir WALTER LANGDON-BRowN, in reply, agreed that 
there was a class of women, not only amongst the poor, 
who looked forward with relief to the menopause. 
Cancerphobia was certainly extraordinarily common, and 
not confined to the climacteric. He also agreed that drug 
addiction, and particularly addiction to alcohol, was likely 
to arise at this time. He was not sure whether Dr. Douth- 
waite suggested that an absence of hydrochloric acid was 
common in menopausal cases of arthritis. There was an 
increasing tendency to achlorhydria as life went on, and 
he thought the commonness of these forms of arthritis 
might be due to increasing age and not to the menopause. 
It was because these women were approaching 50 rather 
than 30 that there were a larger proportion of achlorhydrics 
among them. While agreeing that psychological treat- 
ment of menopausal difficulties was important, he felt that 
formal psycho-analysis was more likely to upset than to 
improve such cases. 


SURGERY OF THE OESOPHAGUS 


At the meeting of the Medical Society of London on 
March 23rd, with Sir THomMas DUNHILL, vice-president, 
in the chair, the subject for discussion was the surgery of 
the oesophagus. 

Cardiospasm 


Professor G. GREY TURNER said that a great many 
cases of cardiospasm would yield to ordinary methods of 
treatment ; it was not necessary always to resort to 
surgical intervention. He mentioned a number of cases 
treated by Hurst’s bougie in which there had been no 
recurrence for as long as ten years. One woman, after 
four months’ daily passage of MHurst’s bougie, was 
symptomatically cured, and having previously lost much 
weight, gained two stone, and according to her own 
statement was perfectly well. Nevertheless, x rays 
showed that there was still some hold-up. It must be 
recognized that these cases were seen in various stages. 
In the very earliest case the condition was probably 
merely some neuro-muscular upset, but after a time the 
patients did appear to get some inflammatory trouble 
just above the recurring obstruction, and this might lead 
to a third stage of definite cicatricial stenosis. In the 
earliest stages the cases might be cured by Hurst’s 
bougie ; at a later stage gastrostomy followed by the 
bougie might be necessary, but the case might go beyond 
purely neuro-muscular upset, and then some drastic pro- 
cedure, such as oesophageal anastomosis or some kind 
of plastic operation, which he had named cardioplasty, 
might be necessary. But this was called for in only a 
small residue of cases. All clinicians were aware of cases 
which had responded well to Hurst’s bougie or some other 
dilator, but reached a stage when this began to cause 
pain, or for one or other reason was discarded, so that 
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presently it became impossible to pass any type of 
bougie, and it was here that anastomosis below the 
diaphragm, the oesophagus being drawn down into the 
abdomen, might afford relief. 


Ocsophago-gastro-anastomosis 


He presented a series of six cases in which oesophago- 
gastro-anastomosis had been done. One of the patients 
had lived comfortably for two and a half years, when 
death occurred through accident. In another the anasto- 
mosis had closed spontaneously, and death eventually 
took place. The four others were alive and well, one of 
them thirteen years, another nine years, and the remain- 
ing two six and a half years after operation, though in 
three of the cases there was occasional spasm. One of 
these patients was in the Navy, and on being asked 
whether he had to eat more slowly than the other men, 
replied that he had to eat more quickly, or he would 
not get his proper share! 

His experience of digital dilatation had not been very 
satisfactory ; the patients still remained subject to slight 
attacks of spasm. When there was cicatricial stenosis 
at the lower end of the oesophagus following upon an 
inflammatory condition cardioplasty or abdominal oeso- 
phagoplasty had proved quite effective. He instanced 
one case in which there had been permanent relief for 
nearly ten years, and the patient, in his own words, 
“took normal food like a normal person.’’ Professor 
Grey Turner also mentioned simple cicatricial stenosis of 
the oesophagus where there was no question of cardio- 
spasm at all ; on searching the London museums he had 
found surprisingly few specimens of this. Another class 
of cases consisted of stricture following the swallowing of 
corrosive substances. In one case in which a patient had 
swallowed hair lotion, for eighteen months she was 
dependent entirely upon gastrostomy feeding ; ¥ rays 
showed an occlusion one inch above the diaphragm. 
With regard to retrograde dilatation through the oeso- 
phagus from below, it was an important technical point 
if any such manoeuvres were undertaken not to make the 
opening too far down ; it should be quite near the oeso- 
phagus itself. Finally, he mentioned foreign bodies: in 
one case in which a denture containing six teeth was 
swallowed, it was passed in safety through the intestine 
ten days later, and in the Hunterian Museum in Glasgow 
there was a half-crown which had been swallowed and 
similarly passed. 


Other Methods of Treatment 


Mr. G. C. KNIGHT presented a table of sixty-six cases 
of cardiospasm in which various methods had been tried. 
Treatment by oesophageal bougies under direct observa- 
tion by the oesophagoscope in sixteen cases gave relief 
which lasted up to one year from the time of the passage 
of the bougie. Three patients died under this procedure, 
two from empyema and one from perforation of the 
stomach, which was a strong point against the blind 
passage of an oesophageal bougie through the mouth. 
One or other of various forms of dilators was used in five 
cases, giving relief for periods fron. seven months to one 
year. Digital dilatation was carried out in twenty-six 
cases, with eight cures ; in many of the cases in which 
there were recurrences the recurrent symptoms were less 
severe than the original. 

Heller’s incision was carried out in two cases, and was 
very disappointing, affording relief only from one to three 
months. it appeared that this operation, if used at all, 
should be reserved for the very rare cases in which there 
was thickening of the muscular sphincter. In this series 
there was only one example of the operation of cardio- 
plasty, which was also disappointing ; apparently a 
fibrotic stricture was set up after one year. Oesophago- 
gastrostomy was done in three cases, and gave relief on 
slightly restricted diet for three years. Although a pro- 
cedure of some magnitude, it had no mortality in skilled 
hands. He had been led to try whether he could get 
any better figures by sympathectomy, but he was afraid 
he had not been very successful. Experiment showed 
that achalasia might result from autonomic imbalance in 
the control of the cardiac sphincter, and experimental 


achalasia might be relieved by sympathetic denervatio, 
Of the eight cases of which he had personal knowledp, 
one, which he thought was of the spasmodic type, 
remained perfectly well since operation ; in a cage 

hypertrophic stenosis there had been no iMprovemey 
and of six cases of achalasia four obtained relief for 
periods up to six months and the other two had TeMaing 
well for periods of a year or eighteen months. Qp th: 
general question he thought that in the large dilate 
oesophagus with marked secondary changes Oesophago, 
gastrostomy was the method of choice. Of the iconigl 
dilatation, digital dilatation was the most Successful 
Sympathetic denervation should be used for those Cases 
in which no secondary changes had occurred, 


Treatment of Carcinoma 


Dr. W. M. Levitt gave the results of x-ray treatmen 
of carcinoma of the oesophagus. The method called fo, 
a certain ordeal. The patient had to attend daily fg 
treatment for a period of several weeks, and at the end 
of the first week might complain of lassitude and o¢ca. 
sional nausea. The skin became sore, and sometime; 
blistered by the end of the treatment, but the blistes 
healed after a few days. The most frequent early com. 
plication was mediastinitis, usually of slight degree, by 
possibly severe. The complications of empyema and lung 
abscess that might be expected to occur had been cop. 
spicuous by their absence from his series. The most 
important complication was pulmonary fibrosis, but its 
incidence had been greatly reduced following the adoption 
of improved technique. The method was introduced in 
1933, and of twelve cases treated during that year 
swallowing was fully restored in nine, and one patient was 
alive two years and seven months afterwards. Six of 
the patients who had died swallowed well to the end, 
Of twenty-four patients treated in 1934, swallowing was 
restored in eleven ; four were known to be still alive, the 
others were dead or untraced. In 1935 twenty-one cases 
were treated ; in fourteen cases swallowing was restored, 
and eight of the patients were known to be still alive and 
still able to swallow. Altogether, out of fifty-seven cases 
treated, swallowing had been restored in at least thirty- 
four ; moreover, some prospect of cure was also held out. 


Pathology of Cardiospasm 


Sir James Watton said that there were some very 
peculiar aspects in the pathological picture of cardiospasm. 
Although there was enormous dilatation and hypertrophy 
and difficulty in swallowing, there was no obstruction at 
all. Many of these cases occurred in people 50 or 60 
years of age, who came up with a three-months history 
of symptoms, though it was evident that the changes 
must have been taking place for some years. A certain 
number of cases were seen quite early in childhood, and 
even in children the changes were as marked as in adults. 
He was forced to the conclusion that this was a con- 
genital disease, but just as persons born with certain 
cardiac abnormalities could go on for many years com- 
pensating for their disability, so with cardiospasm. Often 
the onset of symptoms occurred only after some serious 
illness which had upset their compensation. No doubt 
the change was a neuro-muscular lesion, but he thought 
the evidence indicated that it was, if not a pathological 
atrophy, at any rate a functional atrophy. 

His experience of treatment was almost wholly limited 
to Mikulicz’s operation, which he had found satisfactory, 
and proposed to continue. Next to this he had used 
digital dilatation. Of necessity the patients whom he 
saw were those who did not yield to more palliative 
methods of treatment. Practically every case which had 
come to him was one in which there might be an element 
of failure, not because of the primary underlying disease, 
the neuro-muscular failure, but because of secondary il- 
flammatory changes which had arisen. Digital dilatation 
was a very simple, though perhaps a dangerous, pfo- 
cedure. It must be digital, because the threshold between 
success and failure was so very narrow. His procedure 


was to open the stomach, insert one finger up into the 
cardiac orifice, then gradually work a second finger along: 
side, then a third, and finally a fourth. 
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of the forty-four patients he had treated in this way 
had died. One had previously been treated by 
ye and had an ulcerated oesophagus which had 
— The other was a patient, aged 78, who 
e ted Tri to undertake any expedient for relief, and 
ed out the manoeuvre rather against his better 
vent. In another case he had undoubtedly stretched 
a* and the day after operation the patient had 
1 matemesiS, and eighteen months later recurrence, with 
pay fibrous stricture of the cardiac orifice. Among 
ps others there were a certain number who had an occa- 
ional spasm, but their lives were not seriously interfered 
* th—they had only a little discomfort. One point of 
pe as was that once this dilatation of the oesophagus 
had occurred the oesophagus never went back to normal, 
as was proved by * rays taken afterwards when symptom- 
atically there had been cure. Theoretically the operation 
which Mr. Knight had put before them was the correct 
one, but he was not sure whether from a practical point 
of view digital dilatation was not better. 


General Discussion 


Dr. JOHN BEATTIE referred to the frequency with which 
the onset of cardiospasm followed acute illness, thus 
possibly furnishing a clue as to what to look for in 
the future. He had seen probably half a dozen cases of 
relatively early stages in cardiospasm in which the nerve 
cells in the oesophagus showed very definite changes of 
a degenerative type, but much more interesting was the 
fact that around these cells was an infiltration rather 
reminding one of what was noticed in the anterior horns 
of the spinal cord in anterior poliomyelitis. 

Sir THoMAs DUNHILL said that it was the pathological 
aspect of this condition which was most interesting, for 
it was desired not merely to cure something which was 
late in evolution, but to know why it occurred, and to 
deal with it if possible prophylactically. He had been 
interested particularly in cardiospasm with a short oeso- 
phagus, in which part of the stomach remained in the 
thoracic cavity. He had now had more than twenty 
such cases. Some of them suffered very little, but the 
greater proportion of them through imperfection in 
development were subject to cardiospasm. Sometimes 
there was undoubted fibrosis. Whether the cardiospasm 
was going to be cured, as Mr. Knight had suggested, by 
dealing with the sympathetic supply was doubtful. The 
dificulty was to keep the contents of the stomach from 
flowing back into the oesophagus, causing either spasm, 
or erosion, or ulcer. He had himself used bougies for 
controlling the spasm for as long as bougies could be 
used. In some of the later stages of cardiospasm, if 
gastrostomy were done and the ulceration known to be 
present allowed to heal, it was possible, beginning with 
small bougies and increasing in size, to have these people 
again with an oesophagus of practically normal calibre. 

Mr. WILLIAM IBBOTSON mentioned that three years ago 
he had shown a case at the Royal Society of Medicine of 
a woman of 50 who came to his clinic with great difficulty 
in swallowing. With the oesophagoscope and % rays he 
could discover no sign of stricture at all. It seemed 
possible that there was a nervous irritation which was 
giving rise to spasm. He had the blood calcium tested, 
and found calcium deficiency, and on giving large doses 
of calcium the difficulty in swallowing disappeared. 


Opener’s Reply 


Professor Grey TURNER asked whether there was such 
a thing as true oesophageal cardiospasm, or whether it 
was only the diaphragm which constricted the oesophagus 
at that point or set up some changes in the oesophagus 
there. He also asked if the patients after denervation 
ever suffered from regurgitation. (Mr. Kyicur replied 
that he had noticed that.) Professor GREY TURNER went 
on to say that regurgitation was almost as unpleasant as 
cardiospasm. His attention had lately been drawn to the 
iequency with which symptoms appeared after general 
infections. There was probably a great deal in what had 
been said about the congenital origin of the condition. 
It was a slow process of evolution up to the stage at 
which compensation broke down and characteristic symp- 


toms developed. One thing which had emerged from the 
discussion was the general acknowledgement by all the 
speakers that the disease required different treatment at 
different stages, and the problem of aetiology, especially 
with a view to prophylaxis, must always be kept in view. 


EPISODES IN THE LIFE OF AN ALIENIST 


The doyen of the Medico-Legal Society, Dr. L. A. 
WEATHERLY of Bournemouth, delivered to that body an 
address compiled of reminiscences at its meeting on March 
26th. Although he called himself an ‘‘ antique ’’ and con- 
fessed to eighty-four years, Dr. Weatherly, who delivered 
his hour’s address without a note, was as juvenile as any 
of his distinguished audience. He told how he began life 
as a general practitioner in 1873 at the age of 21, succeed- 
ing to his father’s large practice ; but in 1886 he became 
an alienist, and since then the study of mental disease 
had been one of his main interests. His first acquaintance 
with this subject dated from young boyhood, when his 
father, a family doctor of the old school, took in a 
resident patient, an eccentric genius, a most interesting 
man who had been at Charterhouse with Thackeray, at 
Christ Church with Gladstone, and had travelled Italy 
with Sir Walter Scott. During his own student days at 
Bristol he took occasion whenever he could to visit the 
county asylum at Fishponds, and later, joining the 
Medico-Psychological Association, he made friendships 
with Maudsley and Mercier and others, and after thirteen 
years in general practice he became proprietor and superin- 
tendent of a private asylum. 

On the medico-legal side Dr. Weatherly’s experience 
began with his appointment as deputy coroner for North 
Somerset, and he vividly recalled his first inquest, not 
in that district though in the same county, when he found 
the members of the jury settled around a table in the 
middle of which was a punchbowl, while before each of 
them was a glass, a clay pipe, and a screw of tobacco 
He was told that was the custom at inquests, and he 
incurred unpopularity by his refusal to conduct a coroner’s 
inquiry in this convivial setting. The first important trial 
from the medico-legal point of view with which he was 
associated revealed strikingly the inconsistency of the 
M‘Naghten rules. 

That trial took place in 1886 at Taunton assizes before 
Mr. Justice (afterwards Baron) Field. The accused was the 
son of a well-known medical officer of health, who, infuriated 
at indignities heaped upon him in his home, had killed his 
sister, at the same time writing a letter to his parents to 
explain why he had done so. It was shown that just before 
his birth his mother was in an asylum for acute melancholia, 
and he himself proved in childhood to be abnormal and 
developed epilepsy. The judge was determined to interpret 
the M‘Naghten law in its narrowest sense, and medical wit- 
nesses for the defence had a rough time before him ; but 
in spite of his summing-up the jury returned a verdict of 
‘‘ Guilty, but insane,’’ and the lad was sent to Broadmoor. 
Some years afterwards, visiting that institution, Dr. Weatherly 
asked the superintendent about him, and was told that that 
very morning he had hanged h mself, saying that he could 
no longer stand the brutal treatrient of his keepers, who kept 
giving him the wrong cigarettes. 

Dr. Weatherly begged members of the legal profession 
to look a little kindly upon the unfortunate alienist when 
he went into the witness-box for the defence. Mental 
medicine was not an exact science, and the M‘Naghten 
judges never took it into consideration that man had an 
affective as well as an intellectual mind. It was a strange 
thing that, on the M‘Naghten ruling, they were not per- 
mitted to give evidence to save a man from the death 


‘sentence, although in the condemned cell they could, by 


writing on a sheet of foolscap, and without being subject 
to cross-examination, save him from the gallows. In his 
view there ought to be degrees of murder. This would 
do away with difficulties regarding the M‘Naghten rules 
and at the same time relieve judges of some terrible 
moments of anxiety. 

He next referred to some cases of stealing in which 
the defence of kleptomania had been put forward. This 
defence was too often made, but, nevertheless, klepto- 


mania was a real disease. His experience was that if © 
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it were not properly corrected in the young, and the 
acquisitive instinct brought under control, the subjects 
of it became systematic thieves. With regard to sexual 
offences, some of the laws connected with these were so 
antiquated that a magistrate’s court was not able to deal 
with certain offences, and yet was able to deal with other 
offences which, on the face of them, seemed to be much 
graver. 

Many years ago in a West of England town a well-known 
public official was summoned for indecent exposure. On 
interviewing him Dr. Weatherly discovered that his whole 
sexual life had been absolutely altered following a_ severe 
operation for appendicitis. At that time the English text- 
books were unhelpful, but he found what he wanted in 
Krafft-Ebing, and he was able to give what he firmly believed 
to be true evidence with regard to this case, with the result 
that the man was bound over after consenting to place himself 
under medical care, and after a time spent in an institution 
became absolutely normal and well, and resumed a happy 
married life. 

Finally Dr. Weatherly referred to the little-known 
Section 49 of the Lunacy Act, 1890, which provided for 
any person to apply to have an institutional patient 
examined. There was formerly a disposition for medical 
men owning private asylums to keep all outside people 
away, and to meet possible abuses this section was 
inserted, though he thought the: B.M.A. committee, of 
which he was a member, was anxious to make more 
radical provision than was ultimately afforded by the Act. 
There was nothing in the Act to compel a medical superin- 
tendent to give any facility, beyond merely seeing the 
patient, to a medical man who held an order under 
Section 49. 

At the close of Dr. Weatherly’s address Mr. Justice 
HuMPHREYsS spoke a few words of sincere admiration. He 
said that whatever Dr. Weatherly’s occasional experiences 
in the past of the unfairness of judges, to-day it wouid 
be difficult to discover a judge who would not give a fair 
and courteous hearing to an alienist or to any member 
of the medical profession. The same was true of 
magistrates, recorders, and chairmen of quarter sessions. 
Moreover, with the facilities for appeal which existed 
from convictions involving the smallest penalties as well 
as from those involving anything up to capital punish- 
ment, the chances of miscarriage of justice were remote. 


PSYCHCLOGY IN THE MEDICAL CURRICULUM 


At a meeting of the Medical Society of Individual Psycho- 
logy on March 12th Sir WaLter LANGDON-BROoWN dis- 
cussed the place of psychology in the medical curriculum. 
He referred to the work of three main bodies with which 
in this connexion he had been associated—namely, the 
Medical Syndicate at Cambridge, the General Medical 
Council, and the conference of the various English 
examining bodies. 

Sir Walter said that hardly anyone on these bodies 
doubted the importance of giving the student a training 
in psychology, and all these bodies agreed that intro- 
ductory lectures should be given towards the end of the 
pre-clinical period. The conference further defined a 
syllabus. These lectures should aim at the correlation of 
the facts of psychology and other subjects of the pre- 
clinical period to the way the individual employed them 
to adjust himself satisfactorily, or the reverse, to the 
requirements of his daily life and environment ; and in 
such a way as to constitute a useful introduction to the 
psychological aspects of the student’s future work. Such 
lectures should be given by a medical man and not by a 
pure academic psychologist. When the student reached 
his clinical period it was essential that he should be pre- 
pared to realize that imagined ills were diseases of the 
imagination which required, equally with organic ones, 
investigation and treatment. Such investigation and treat- 
ment called for simpler, more practical, and less special- 
ized methods if it was to be of any subsequent value 
to the general practitioner, for the training of whom 
hospitals and medical schools were designed quite as much 
as for that of the research student. It was not suggested 
that all mental and psychological conditions were suitable 


for treatment by the general practitioner. The ps s 
patient was often inaccessible ; an obsessional state oft 
required lengthy and specialized treatment. But an Boer 
standing of alt neuroses and psychoses and a practiea 
knowledge how to treat the main bulk of those “a 
which he would later have to deal in general. practj 
was essential for the medical student. The conference 
had recommended the continuance of a certain number of 
demonstrations in a mental hospital. It had emphasized 
the importance of making a student familiar with 4 
psychological aspects of all patients, whether under treat 
ment for organic disease or for functional nervous djs. 
order or admitted for observation and investigation, 4 
series of demonstrations should be held at least once 4 
fortnight throughout the student’s period of in-patient 
clerkships. The physician or surgeon in charge of the 
ward might undertake these himself, or might devolve 
the duty on a colleague attached to the hospital for the 
purpose of teaching medical psychology. In this way 
the teacher of medical psychology would be able to dray 
upon the material in the hospital as a whole for teaching 
purposes. 
It was important that in the final qualifying examina.’ 
tion knowledge of the psychological aspects of ill-health 
should be tested, not only in written papers, but in the 
clinical and oral parts of the examination. Teaching of 
the neuroses should come into the ordinary ward work, 
and should be woven into the ordinary teaching of medj- 
cine and surgery. The teachers should approach their 
subject free from the trammels of pre-war materialistic 
medicine, in which most of the present generation had 
been brought up. The possible isolation of the subject 
should be rectified by a coalition of medical and psycho- 
logical forces, and the training would become more 
adequate. The present excess of terminology followed 
inevitably on the existence of varying schools of thought: 
these would become more correlated as knowledge of the 
subject advanced. The B.M.A. report in 1932 laid much 
emphasis on the technical difficulties of giving practical 
tuition on the psychoneuroses, but a later report was less 
pessimistic. It was not the case that the profession as 
a whole was hostile or indifferent, but there was an 
implicit plea by many that knowledge of psychopathology 
should be made more exact. 


General Discussion 


Dr. Epwarp Maporuer criticized the assumption that 
the psychoses and neuroses were separable and distinct 
entities. This was not generally accepted ; indeed, there 
were good reasons why the study, and perhaps the 
practice, of the two should proceed by co-ordinated and 
co-operative methods. Dr. YELLOWLEEs considered that 
the psychiatrist was quite competent, and was, in fact, 
already successfully engaged in hospital practice and 
otherwise in dealing with mental disorder of all kinds, 
whether neurotic or psychotic. He challenged the asser- 
tion that treatment of the neuroses postulated a different 
method or viewpoint from that of the psychoses. 

Dr. T. A. Ross expressed his general agreement with 
Sir Walter Langdon-Brown’s views. Many neuroses were 
aggravated by the accumulation of biochemical and other 
physio-diagnostic data ; it would be in the interests of all 
concerned to have the simple teaching methods applied 
which the speaker had described. Dr. Davip ForsyTa 
said that the methods advocated had the virtue of assist- 
ing the future medical generation to correlate and join 
on the old with the new concepts in medicine. 

Dr. Marcaret LoweEnFeLD said that experience of child 
psychology confirmed the urgent necessity for a new view- 
point in the treatment of nervous disorders in children. 
She cited enuresis as an example of conditions which might 
be aggravated by failure to appreciate the importance of 
the psychological factor. Dr. A. T. Wrrson doubted 
whether it was possible to teach a new mode of approach 
to anyone confirmed in a mechanistic philosophy of causa 
tion. Pre-clinical teaching should be on the lines of 
behaviourism ; the bias at present was towards the 
analytic. Dr. R. A. Nosre pointed out that one of the 
intentions of the curriculum conference had been to add 
to the existent demonstrations of, and lectures ™, 
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i - not in any way to replace them. Physicians 
Sapchology would be dispelled by a recognition 
of the fact that to be a good medical psychologist a man 
must primarily and essentially be a good physician, ; 
The chairman, Dr. C. M. BevAN Brown, said that Sir 
Walter’s propositions were generally those for the advocacy 
of which the society stood. For their satisfactory achieve- 
ment it would be necessary to destroy, or at least modify, 
the mechanistic concept now implicit in the study of 
disease. The difference between the old schools and the 
new was fundamentally a difference of philosophic stand- 
‘nt. Hitherto the materialistic standpoint had been 


predominant. 


The fourth meeting of the Midland Mental Pathological 
Society was held in the Birmingham University Anatomical 
Department on March 26th. Dr. JoHN Beattie addressed 
the society on the functional activity of the hypothalamus, 
laying stress on its dual nature, the anterior being related 
to the parasympathetic and the posterior portion related 
to the true sympathetic. He did not favour a precise 
localization of specific reactivity, but described the results 
which stimulation produced in the heart, stomach, bladder, 
body temperature, and blood sugar. Twenty-eight mem- 
bers were present. Sir GILBERT BaRLING (president) con- 
gratulated the lecturer and contributed, with others, to an 
interesting discussion and appreciation of the lecture. 


Scotland 


Edinburgh Maternity Hospital 


At the annual meeting of subscribers to the Edinburgh 
Royal Maternity and Simpson Memorial Hospital Dr. 
T. G. Nasmyth, chairman of directors, said that during 
the past year 3,270 cases had been treated at the hospital 
and 12,685 visits paid by doctors and nurses. The impor- 
tance of the various clinics could not be exaggerated. 
The attendances at the ante-natal clinics had been 10,682 
by 2,340 individuals, and there had been 405 new cases 
at the baby clinics, with 1,497 return visits. The Royal 
Infirmary of Edinburgh was due to take over the 
maternity work in its new block at May, 1937, and he 
hoped that the hospital would still be well supported 
after that. Professor W. T. Ritchie, President of the 
Royal College of Physicians, Edinburgh, said that the 
practical and research work that was undertaken con- 
stantly in the hospital formed the basis of the prestige 
which the hospital enjoyed, and few institutions could 
vie with it. It was doing a great work to make the 
lives of many women healthier and to give children a 
better start in life than was possible a few years ago. 


Dentistry in Edinburgh 

At the annual dinner of the Odonto-Chirurgical Society 
of Scotland, held recently in the Royal College of Surgeons 
of Edinburgh, Mr. H. M. Sturrock, who presided, made 
the suggestion that a post-graduate course in dentistry 
should be established in Edinburgh. Dr. G. N. Groves, 
in proposing the toast of ‘‘ The Royal College of 
Surgeons,’’ said that the Edinburgh college had been 
the first institution outside London to grant licences in 
dental surgery, and to-day its diploma carried a status 
which was equalled by few. Mr. Henry Wade, President 
oi the Royal College of Surgeons, in reply, said that 
Fellows of the College could not think of its history 
without realizing how intimately they were bound up with 
their colleagues in the dental profession. At the meeting 
of the society in the afternoon of the same day a lecture 
was given by Sir Harold Gillies, F.R.C.S., on ‘‘ Some 
Aspects of Dental and Surgical Collaboration.’’ 

On March 20th the Edinburgh Dental Students’ 
Society celebrated the fiftieth year of the society’s 
existence by a clinical ‘‘at home’ and dinner. Dr. 
Charles H. Kemball presided at the dinner, and Dr. 
William Guy, in proposing the toast of ‘‘ The Society,” 
teferred to its numerous activities. Mr. J. Boyes stated 
that the society included 170 out of 200 students attending 
the dental school. 


Larbert Colony for Mental Defectives 


At the annual meeting of the Royal Scottish National 
Institution, Larbert, the Earl of Mar and Kellie, who 
presided, paid a tribute to Dr. Clarkson, who had just 
retired after forty-one years of service as superintendent 
of the institution. The finances of the institution, the 
chairman said, had been satisfactory. Subscriptions had 
increased to about £1,550, while legacies to the appeal 
for the colony had amounted to over £2,000, and as pay- 
ment for patients £10,000 had been received from private 
sources and £40,000 from local authorities. The report 
of Dr. Thomas R. C. Spence, who succeeded Dr. Clarkson 
as medical superintendent, showed that at January 3ist, 
1935, there were 698 names on the register, and at the 
end of the year 731, with sixty-one admissions, fifteen 
discharges, and thirteen deaths. The provision which 
this institution was striving to make, the report stated, 
was the ideal from the social point of view, because it 
relieved individual mothers and families of an intolerable 
burden and the community at large of what was liable 
to be a burden ; it also provided a means whereby socially 
inadequate persons could at least find a ah purpose 
in their existence. 


Ireland 


Proposed Extension of Belfast Fever Hospital 


The Finance Committee of the Belfast Corporation has 
ander consideration the proposal of the Public Health 
Committee that the Purdysburn Fever Hospital should 
be extended. It was pointed out that the accommodation 
available had not been increased with the growth of the 
city. In 1922, when the population was 425,000, the 
number of beds at Purdysburn was 290, and this was 
increased to 325 beds in 1923. The estimated population 
at present is 469,000, and yet there has been no increase 
in the number of beds, with the result that the old 
fever hospital under the Belfast Board of Guardians has 
had te be used to cope with the rush during epidemics 
of scarlet fever, measles, and diphtheria. The number of 
patients admitted to the Purdysburn Fever Hospital has 
risen from 1,825 in 1926 to 3,717 in 1934 and 4,739 in 1935. 
The proposed extensions include new pavilions (the whole 
hospital is on the pavilion system), an extended nurses’ 
home, and certain housing for the administrative staff. 
The total estimated cost is upwards of £200,000, but the 
Finance Committee has not yet approved the scheme. 


The Royal Maternity Hospital, Belfast 


The annual report of the Royal Maternity Hospital, 
Belfast, shows a considerable increase in work in all 
departments. There are sixty-four beds in use for ante- 
natal, general obstetric, and septic cases, the latter being 
accommodated in a department which, while under the 
same roof as the general hospital, is cleverly separated 
from it architecturally. The income for the year was 
£7,533, and the expenditure £8,045, but this last. figure 
does not include the cost of heating, telephones, and 
lighting, which are provided by the parent institution, 
the Royal Victoria Hospital. The cost per occupied bed 
is almost £140, or 7s. 9d. per day. The record of the 
work shows that there were 1,413 patients admitted to the 
hospital, with 1,002 births, including twenty-one sets of 
twins and one set of triplets. The maternal mortality was 
twenty-two, but in fifteen of these patients who had not 
received ante-natal care there were very severe complica- 
tions of pregnancy, and a bad outcome was almost certain. 
The remaining seven were ante-natal patients, of whom 
two died of obstetric shock, one from goitre, one from 
acute sepsis, two from acute yellow atrophy, and one 
from complications of cardiac disease. Of the 939 babies 
who were admitted to the nurseries (sixty-three were 
dealt with in the septic block) the total mortality was 
fifty-four (5.7 per cent.). There were 114 premature 
babies, representing a percentage of 12.2, and of these 
forty (35 per cent.) died. It is pointed out, however, 
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that twenty-two of these forty babies died within twenty- | never contribute much to human progress. The backw, pen 
four hours of birth as a result of immaturity, birth injury, | child, properly trained, can do much good in the weal necrops 
and congenital abnormality. The mortality in the re- | and also can do a great deal of harm if he remains a misfit |! to 2 
maining normal infants was fourteen (1.7 per cent.). The | From the backward group a very large Proportion while ¢ 
ante-natal department showed an attendance of 1,696 new | juvenile delinquents are drawn. The problem has q ven ratios | 
patients with a re-attendance of 5,982. Of these, 1,043 | great social significance, and involves important educ countn 
patients were admitted to the hospital for confinement or | tional, medical, and psychological implications, Teaching pore 
treatment. The out-patient baby clinic had an attendance | is only one factor in solving the problem. The lal earlier 
of 394 with re-attendances of 1,793. The situation of the | nurse must co-operate by noticing social and domestic the U1 
hospital within the grounds of the Royal Victoria Hospital | factors: special nourishment, extra milk, and additio lowes 
and the Pathological Institute continues to proclaim the | sleep may be needed ; and the stresses and stradan whole 
wisdom of the change from the old building in Townsend | temperamental instability require expert social] inqui distrib 
Street, and the facilities for work and research are all The Nottinghamshire committee is considering the idea of one OF 
present. An earnest appeal is made for annual sub- | a course of instruction and study for teachers to enabl organs 
scribers. A suggestion was made at the annual meeting | them to do all they can for the backward child. © | differet 
that some effort should be made to carry out a co, attemp 
ordinated investigation into the social and medical con- London District Medical Officers of vo 
ditions of the child-bearing mother. Recently the London County Council decided that the eat 
existing arrangements whereby engagements of part-time sd yo 
seam ieee a district medical officers are made on a temporary basis breast 
until the end of March, 1936, should be continued untij Hindu 
England and Wales not later than the end of March, 1937. The Hospitals seems 
and Medical Services Committee of the Council has now | muniti 
considered the provisional rates of salary which should freque 
L.C.C. Committees: Medical Members obtain during this further year. The statistics of dispen. | Orissa 
The list of medical members appointed for the next | sary attendances and domiciliary visits made by district | of pan 
twelve months to serve on committees of the London | medical officers during 1935 have been reviewed in the | and s| 
County Council shows slight variations from that of | light of the scale formulated by a committee (appointed | comm 
the past year. Miss Esther Rickards, F.R.C.S., remains | by the medical officer of health) on district medical work. } except 
a member and will doubtless remain chairman of the | This scale is based on an annual payment for the esti- | tract ; 
Establishment Committee—it is gratifying to note that | mated average daily time required for the work entailed | wome 
the Lancet has quite recently been added to the list of | in visiting patients in their homes and attending the | sible « 
periodicals in the members’ reading and writing room, | dispensaries. Proposals are accordingly being submitted | the di 
which is under the control of this committee. On the | to the Council for increasing the provisional salaries | more 
Hospitals and Medical Services Committee are Dr. C. W. | of eleven temporary district medical officers employed | Russel 
Brock, Dr. S. Monckton Copeman, Mr. Somerville | under the Council’s conditions of service. These increases | richer 
Hastings, Dr. S. W. Jeger, Dr. F. Barrie Lambert, Miss | amount in the aggregate to £215. Reductions im the | higher 
Rickards, and Dr. Henry Robinson. Mr. Hastings has | provisional salaries of four officers are suggested, which } ulcer 
been re-elected to the chair of this committee and | amount to £80. It is also proposed to augment slightly | India, 
Miss Rickards will retain the chair of one of the sub- | the existing provisional allowances to officers transferred | signifi 
committees. Dr. J. A. Gillison is a member of the | from the late authorities although not ‘‘ transferred | the di 
Housing and Public Health Committee. Dr. Robinson | officers’’ within the meaning of the Local Government } canno 
is the only medical member of the Mental Hospitals | Act, 1929. The volume of the work during 1935 was 
Committee: Dr. Brook, who was a member last year, | substantially the same as in the preceding year, with 
is no longer on this committee. It would probably be | increases of work in some districts and decreases in others. In 
to the advantage of the Council to have more than one | The estimated cost of the service for the year 1936-7 is | yyagr, 
medical member on this very important committee. Dr. | just upon £20,000. rogr 
Homa and Dr, Jeger are members of the Parliamentary oa 
Committee ; Dr. Barrie Lambert is a member of the Public Gosch 
Assistance Committee ; and Dr. Homa is also a member of Ra 
of the Public Control Committee. Dr. Brook is a mem- 
ber of the Welfare of the Blind Committee, of which India and 4 
he was chairman last year ;,he will fill the same post suppl 
again. Dr. S. McClements will serve a further year on been 
the Fire Brigade Committee, and this year he will be a Malignant Disease in India opene 
new member of the Parks Committee. As in past | A reasonable explanation of the late appearance of the | of th 
years Mr. H.. L. Eason is a co-opted member of the annual reports of the Public Health Commissioner with was 2 
Hospitals and Medical Services Committee ; Dr. Sophia | the Government of India is given by Lieut.-Colonel pletec 
Jevons holds a similar position on the Education Com- | A. J. H. Russell, I.M.S., at the end of his report for | conve 
mittee ; and Dr. H. Winch is also co-opted to the | 1933. He says that the delay in receiving and collating | for ¢ 
Hospitals and Medical Services Committee. the various subsidiary statements on which each issue is | shoul 
; founded is at present insuperable. In certain respects, | has n 
A Plea for the Backward Child however, this mente is of less importance, aot ae tory s 
Backwardness in school work is an expression of many survey in the issue under review of malignant disease in | for ¢ 
factors, including malnutrition, bad housing, unstable | India contains tentative conclusions which merit con- hospi 
home life, defect of the sense organs, and inadequate | sideration. During 1932 and 1933 the Indian Research | mens 
sleep. Much has been done of recent years to recognize | Fund Association financed a small inquiry into the inci; patier 
and provide for the mental defective, but the backward | dence of cancer in India. On the basis of figures for | there 
child too often remains unhelped at the bottom of his | indoor patients in the hospitals of the United Provinces | five ¢ 
class, a burden to himself and his teachers, and with little | from 1919-32 the incidence of malignant disease worked | was ; 
prospect of gaining from education the equipment he | out at 1,039 per 100,000 in-patients. Judging by necropsy | upper 
needs to make him a satisfactory citizen. Dr. L. P. | records the figure was much higher in Lucknow and Patna | pulse 
Lockhart has addressed an eloquent appeal for the | —for example, it was 6,364 per 100,000 or 1 in 16. } patier 
backward child to the Joint Advisory Committee of Remembering that hospitals in India with in-patient subses 
the Nottinghamshire Education Committee. Backward | accommodation are few and scattered, that morbidity im | encou 
children, he says, are too often looked upon as stupid or | the country as a whole is high, and that only a small>} inflan 
idle, and are relegated to the least efficient and optimistic | proportion of the sick attend hospitals, Colonel Russelky } were 
teachers. Actually, however, they need proper diagnosis | considers it not unwarrantable to estimate that the imc phary 
and the best and most experienced teacher. They must | dence of cancer in India stands at a figure not far removed 4 serum 
not be confused with the mentally defective, who can | from its incidence in western countries. According t [and | 
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65 ; biopsy records place this ratio as 1 to 2.1 ; 
linical records show it to be 1 to 4.3. All these 
h higher than those obtaining in western 
tries. The survey showed that the highest incidence 


1 to 2. 
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sorurred during the age period 40 to 50 years—ten years 
worm than in Japan or in most western countries and 


the United States of America. In this connexion the 
lower expectation of life in the Indian population as a 
whole has to be borne in mind. As regards regional 
distribution, a preponderating incidence of carcinoma of 
one organ is balanced by a lesser incidence in other 
organs, and disparity between the incidence figures of 
diferent provinces appears to be subject to the same 
attempt at equilibrium. The higher incidence of cancer 
of the female generative organs (54.2 per cent.) and the 
lower for breast cancer (12.3 per cent.) in the Punjab has 
its opposite in the lower incidence for the female genera- 
tive organs (26.2 per cent.) and the higher incidence for 
preast cancer (33 per cent.) in Bihar and Orissa. In the 
Hindu community cancer of the female genital organs 
seems to occur much more frequently than in other com- 
munities. Cancer of the breast is next high in order of 
frequency. Buccal cancer is most common in Bihar and 
Orissa, where the population is addicted to the chewing 
of pan. In every province the incidences of buccal cancer 
and skin cancer are higher in the male sex and more 
common in Muslims as compared with Hindus. With the 
exception of the Punjab, cancer of the gastro-intestinal 
tract and the liver is also more prevalent in men than in 
women, and in Muslims more than in Hindus. A _ pos- 
sible explanation of this difference is that in the Punjab 
the diet of the Hindus approximates that of the Muslims 
more closely than in any other part of India. Colonel 
Russell is unable to state whether a meat diet and the 
richer seasoning of food with chillies play any part in this 
higher incidence, but the increased frequency of gastric 
ulcer and carcinoma of the intestinal tract in Southern 
India, where chillies form one of the staple foods, is 
significant. Meat, however, is conspicuously absent from 
the diet of most of the inhabitants of Southern India, and 
cannot be considered even as a possible carcinogenic agent. 


The Government Hospital, Madras 


In the report of the Government General Hospital, 
Madras, for 1934 some information is given concerning the 
progress of the extension scheme. The Nicholls out- 
patient department, the Bradford surgical wing, the 
Goschen Pathology Institute, and the Barnard Institute 
of Radiology were opened in March, 1934. The installa- 
tion of the combined gas plant for the medical college 
and the general hospital and the arrangements for the 
supply of well-water for non-domestic purposes have also 
been concluded. Two wards on the ground floor were 
opened for patients in September, and the bed strength 
of the hospital was thus increased from 554 to 582. It 
was anticipated that the remaining wards would be com- 
pleted and occupied early in 1936. The Yale ward was 
converted into a temporary radium ward of twenty beds 
for cancer cases. The whole scheme of reconstruction 
should be completed by March, 1937. Closer co-operation 
has now been effected between the clinical and the labora- 
tory sides of the hospital, arrangements having been made 
for the assistants to the various professors to visit the 
hospital daily for special investigations on cases or speci- 
mens as may be required, and to obtain cultures from 
patients in the wards. In the clinical notes for the year 
there is mention of a new type of fever which lasted only 
five days, but was not dengue or sand-fly fever. There 
was a diffuse erythema restricted to the face and the 
upper part of the trunk, the eyes were congested, the 
pulse was slow, and the pyrexia ended by crisis. All the 
patients recovered, and there was no secondary fever, 
subsequent rash, or desquamation. Another type of fever 
encountered seemed to be associated with a streptococcal 
inflammation of the throat. The special clinical features 
were an intense congestion of the fauces, soft palate, and 
pharynx, a quick response to the injection of streptococcal 
sum, and a slower response to salicylates, hexamine, 
and local applications to the throat. 
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CORRESPONDENCE 


Migraine and Intracranial Pressure 


StrR,—The question of whether or not intracranial fluid 
retention is responsible for the symptoms of migraine led 
to an interesting correspondence in several of your issues 
following the publication of an article on the treatment of 
migraine by Dr. Macdonald Critchley in the issue of 
October 26th, 1935, as well as the reference by Dr. Barber 
to my contributions in the issue of November 2nd, 1935. 
The finding of Dr. Critchley, as quoted by Dr. Douthwaite 
(December 7th, 1935), that a constant change in an attack 
of migraine is a fall of cerebro-spinal fluid pressure, is in 
contradiction with the observations of Sicard, Claude, 
Mingazzini, and others, who find increased pressure during 
the attack. While this question is thus apparently still 
sub judice, one may, for the sake of argument, accept the 
presence of low cerebro-spinal fluid pressure in an attack 
as an established fact. The contention of Dr. Douth- 
waite, however, that ‘‘ if the brain were swollen by virtue 
of oedema, the reverse were true ’’—that is to say, that 
there should be an increased cerebro-spinal fluid pressure— 
cannot even then be subscribed to. In addition to the 
penetrative remarks of Sir Leonard Hill, as quoted by Dr. 
Auld (December 14th, 1935), the following observations 
and considerations indicate the presence, or at least admit 
the possibility, of intracranial fluid accumulation in 
migraine, in spite of low cerebro-spinal pressure. 

Cushing observed that attacks of migraine are at times 
associated with choked disk. Subtemporal decompression 
not only resulted in a considerable measure of relief in 
most cases, but also afforded opportunity to note that, 
when subsequent headaches occurred in these patients, 
the increased intracranial tension was shown by a tendency 
to protrusion at the seat of the defect, which became flat 
again, or even receded, with the free interval. Retino- 
scopical observations, such as described by Dr. Preston in 
your issue of December 21st, 1935, also indicate increased 
intracranial pressure during the attack. The fact that 
in the presence of increased intracranial tension normal 
or even subnormal cerebro-spinal fluid pressure may be 
found, and that no contradiction exists in this com- 
bination of findings, was already known by Quincke. This 
occurrence was attributed and considered by him a symp- 
tom of disturbed communication between the cerebral 
and spinal subarachnoideal spaces. Fay finds also that 
the volume of the brain, and thus the intracranial tension, 
may increase without increased cerebro-spinal fluid 
pressure. His explanation is that sufficient venous and 
arterial blood, along with certain amounts of cerebro- 
spinal fluid, may have been squeezed out to make way for 
the volume plus. It was he who offered the most direct 
proof, having ‘‘ observed on several occasions existing 
oedema of the brain in the presence of dehydrations to the 
point of emaciation in other structures, as well as cémplete 
drainage in the cerebro-spinal fluid system.’’ But in 
addition to the theories of Quincke, Hill, and Fay, con- 
sideration should be given to yet another mechanism of 
the phenomenon under discussion. This is the production 
of cerebro-spinal fluid in diminished amounts due to 
increased retention and decreased release of fluids in the 
brain, similar to certain cases of generalized oedema of the 
body—as, for instance, in nephrosis, where an oliguria 
may exist on account of liquids being freed with difficulty. 
If I am permitted to use a more picturesque term, and at 
the same time ask the reader to disregard its chemical 
(and anthropomorphic) implications, it can be said that 
the increased “‘ affinity ’’ of the brain tissue to liquids may 
prevent the formation of normal amounts of cerebro-spinal 
fluid, thus accounting for the low pressure as measured 
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by means of spinal puncture. In this occurrence one 
might, if one wishes to, see a ‘‘ defence mechanism ”’ 
which prevents a further increase of intracranial pressure. 
The latter should result if the production of the cerebro- 
spinal fluid continues at an undiminished rate while the 
volume of the brain is increased. 

In view of these facts and considerations, the question 
presents itself as to why in certain cases of intracranial 
fluid accumulation (irrespective of whether or not 
migrainous in origin) the pressure of cerebro-spinal fluid 
is high rather than low or normal. Instead of going into a 
detailed discussion of this problem, which is not pertinent 
at this time, I may be permitted to illustrate it by refer- 
ring to occurrences which are analogous and better under- 
stood. I have called attention te the possibility that the 
oedema of the brain itself may be the cause of diminished 
cerebro-spinal fluid production, in the same way that 
occurs in certain cases of generalized oedema of the body 
when an oliguria follows as a consequence. Similar, how- 
ever, to occurrences in .other cases where generalized 
oedema may coexist with polyuria rather than oliguria— 
such as, for instance, in the so-called hunger oedema of 
the late and other wars—it is conceivable that swellings 
of the brain may exist simultaneously with a normal or 
increased production of the cerebro-spinal fluid. It is not 
impossible that whether a case of migraine belongs to the 
‘retentional ’’ or the ‘‘ mobilizational’’ group would 
create a difference in the cerebro-spinal fluid production, 
as suggested by Dr. Auld, though only further investiga- 
tions can throw light on this problem, as well as the 
others previously touched upon. 

Returning once more to the findings of Critchley, it 
should be mentioned that to such an extent is he carried 
away by the low readings he obtained of the cerebro-spinal 
fluid pressure during attacks of migraine that he attributes 
a pathogenic significance in the development of the attacks 
to a low rather than a high intracranial tension. While 
the presence, or at least the possibility, of increased intra- 
cranial tension seems to have been demonstrated by the 
observations and considerations that I enumerate, the lack 
of tenability of Critchley’s contention and the part played 
by high intracranial tension in the development of attacks 
of migraine are illustrated by the question which he 
himself raises. He remarks that in spite of the pathogenic 
role which he attributes to low intracranial tension, pains 
in attacks of migraine are not necessarily relieved by 
measures elevating intracranial tension. He continues 
with the observation that inhalation of amyl nitrite 
promptly produces a_ well-marked rise in intracranial 
tension, but fails entirely to assuage the headache. I will 
add at this point that not only does inhalation of amyl 
nitrite or administration of the pharmacologically closely 
related nitroglycerin leave headaches unrelieved where 
these exist, but both may lead to their development 
where they had been absent previously. In not a few 
cases in which I administered amyl nitrite or nitroglycerin 
in angina pectoris, they have led to such serious head- 
aches that the administration of these had to be dis- 
continued. There were patients who preferred to suffer 
the pains of angina pectoris rather than the headaches.— 
em, etc., 

EUGENE FO6LDEs. 


New York City, March 12th. 


Alkali Treatment of B. Coli Pyelitis 

Sir,—In a paper of generous length, dealing exclusively 
with a single method of treatment, the rationale of the 
method described might perhaps have received more 
attention than in Dr. Osman’s paper on the treatment 
of B. coli pyelitis with alkalis in your issue of March 
21st (p. 575). In what little Dr. Osman-has to say about 
this aspect of his subject I venture to suggest that he ‘s 
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in error. Were it true that ‘“‘ the precise signifi 
of the reaction of the urine in relation to the growth 
inhibition of growth [that is, of B. coli), is not yeh 
known,’’ this would be a standing reproach to every ig 
petent investigator of this subject, and the statement thal 
““a certain degree of alkalinity of the urine tends 4 
inhibit growth of B. coli’’ is in this context Misleading 
The effect on the rapidity of the growth of B, coli i 
urine of varying its hydrogen-ion concentration has dey 
thoroughly investigated by several writers, and there j 
no mystery about it at all. The optimum for growth lis 
very near the pH of 7.6, which is the only figure giver 
by Dr. Osman as being within the range at which th 
alkali treatment is aimed ; and growth at this pH is mug 
more rapid than at 6.0, the average PH of normal uring 
The effect of alkali treatment is, in fact, to render the 
urine a better, and not a worse, culture medium { 
bacteria. A greater degree of alkalinity than pH 8) 
would reduce bacterial growth to some extent, but sing 
brom-thymol-blue, the indicator recommended, has , 
limit on the alkaline side of PH 7.6, it cannot be known 
if Dr. Osman’s directions are followed, whether a greater 
degree of alkalinity than this is being attained. That th 
treatment has good results I do not wish to dispute; | 
would only suggest that a better explanation be foun 
for them (is it not:possible, for instance, that an alkaline 
medium favours the cellular defence mechanism?), or dy 
that the treatment be frankly recognized as empirical, 
It has been shown repeatedly that no degree of eithe 
acidity or alkalinity attainable in the urine will stop the 
growth of bacteria, either singly or when the two are alter. 
nated with the idea of causing the offending micro. 
organism all the disturbance and discomfort which such 
medication can secure. It is not made clear in Dr 
Osman’s paper that the effect of mandelic acid treatment 
or the ketogenic diet is due to the excretion of specific 
acids which are actively bactericidal, and not simply to 
the attainment of a certain degree of acidity. Whatever 
the drawbacks ‘of these methods, they stand alone in 
their capacity for rapid sterilization of the urinary tract, 
—I am, etc., 


he 


LawrENCcE P. GaArrop. 
Pathological Department, St. Bartholomew’s 
Hospital, March 24th. 


Radiological Examination of Stomach and 


Duodenum 

Sir,—Dr. Stuart Cross’s paper on the above subject 
(Journal, February 22nd, p. 353) is so full of debatable 
points that I can only refer to one or two in this 
letter. Contrary to the author’s belief and that d 
many other radiologists in this country, I much prefer 
to omit the study of the clinical evidence of chronic 
dyspepsia until I have made my report on the barium 
meal examination. Then I am quite willing to discus 
the clinical point of view, and if there is marked 
conflict between us I never hesitate to point out 
weakness in the x-ray evidence, whether due to faulty 
observation or faulty reasoning. The final diagnoss 
should be made by the clinician. I have followed thi 
plan for ten years without losing the confidence of th 
surgeons who have operated upon more than_ 600 of my 
cases. By studying the operation findings I have critically 
reviewed the x-ray signs, and my views are now im some 
respects unorthodox. For instance, in regard to duodend 
ulcer I never call an ulcer healed unless all deformity ha 
disappeared. Where all clinical evidence is absent, whet 
there is no pool demonstrated and no tenderness detected 
on careful palpation, but constant deformity still exists 
I refuse to pass that ulcer as healed. I have seen to 


many cases proved active by operation. Nearly all th 
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deformity is the result of spasm, and spasm indicates 
either inflammation or ulceration. 

I can assure Dr, Salmond that constant deformity is a 
most reliable sign of duodenal ulcer when found alone. 
There are other causes of deformity, but I do not find 
they constitute 1 per cent. In these cases it is my custom 
to describe them as “ probable duodenal ulcers,’’ and 
the surgeons never hesitate to operate on that opinion. 
I will only make a dogmatic diagnosis of duodenal ulcer 
when I find two signs present: (a) constant deformity of 
the duodenum ; (b) a constant pool of barium in the ulcer 
crater. Neither by itself is sufficient. I base these 
remarks on some 300 duodenal operations. Dr. Stuart 
Cross’s remarks on carcinoma are the most important part 
of his paper, but I cannot critically review them in a 
few lines. 

Team work is essential for the detection of early carci- 
noma. There must be complete confidence between 
patient and practitioner, practitioner and consultant, and 
consultant and specialist. Confidence implies skill. The 
radiologist with great skill quickly inspires confidence in 
the team and tends to attract the early case. So far as 
early carcinoma is concerned, radiological methods require 
great skill and experience. Carcinoma I regard as the 
most treacherous of all gastric lesions, and because it is 
one of the least frequent the radiologist gets less practice. 
Admirers of the newer radiographic methods appear to 
overlook the limitations of these methods. Radioscopic 
palpation still has great possibilities, but slapdash 
methods are not permissible. 

The differential diagnosis of early carcinoma is intimately 
bound up with that of minor gastro-duodenal lesions— 
a difficult subject. The pioneer work in this direction 
is important but limited in scope, and needs expanding 
greatly. My own observations have been directed mainly 
to the duodenum. Dr. Stuart Cross is to be congratulated 
upon a most instructive paper.—I am, etc., 


London, W.1, March 26th. Joun R. Wy te. 


Glycosuria of “Lag Storage” Type 


Sir,—My article on the above subject (March 14th, 
p. 526) has produced some correspondence in your last 
two issues (pp. 608 and 665) to which I ought to reply. 

Dr. Shera (March 21st, p. 608) reports an interesting 
“lag ’’ curve which became diabetic four years later. 
I should not have passed the first curve as non-diabetic, 
especially as the analyses were carried out on venous blood. 
Dr. Wallace Ross has noticed ‘‘ lag storage ’’ curves after 
carbohydrate starvation and in infections. Dr. Embleton 
(March 28th, p. 665) also states that they are found after 
low carbohydrate diets, and in arthritis, obesity, thyroid 
disturbances, and staphylococcal infections. This may 
occasionally occur (I have seen it only once), but all the 
above conditions, when they affect the blood sugar curve 
at all, typically produce mild “‘ diabetic ’’ curves, with 
not only some hyperglycaemia, but a characteristic slow 
(lagging) return to normal. I am so certain of this that 
I wonder if nomenclature is not the cause of our disagree- 
ment, and if Dr. Embleton is thinking of a slow lagging 
curve and not the real “‘ lag storage’’ type—oxyhyper- 
glycaemia. Perhaps I should have stated in my article 
(as I do in my book) that all such conditions of starvation, 
infection, etc., which distort the usual blood sugar curve 
must be ruled out before a true opinion can be given on a 
blood sugar curve and before oxyhyperglycaemia can be 
confidently established. Dr. Cammidge has also joined in 


the discussion, but as I do not understand what he means 
by ‘‘ mild pancreatic insufficiency ’’ I cannot answer his 
letter. 
me, of his experimental work on the subject. 


Dr. P. F. Meyer has sent me a reprint, new to 
I recom- 


mend it to all interested (Zeit. f. klin. Med., 1932, cxxi, 
455), and am glad to find it supports my explanation. 

I notice, with mixed feelings, no comments on the new 
name I suggested—oxyhyperglycaemia. I had hoped the 
classicists might better it.—I am, etc., 

London, W.1, March 28th. R. D. Lawrence. 


Rendu-Osler-Weber’s Disease 


S1r,—Heredofamilial angiomatosis with recurring 
haemorrhages—a hereditary haemorrhagic dysplasia, not 
sex-bound, and transmitted by both sexes, with normal 
cytologic and chemical blood findings (except secondary 
anaemia) and normal clotting and bleeding times—has 
during the past ten or fifteen years been more fre- 
quently diagnosed and reported. Many instances no doubt 
still go unrecognized and misdiagnosed. 


Perhaps many of the peculiar haemorrhagic states, pre- 
viously reported as familial epistaxis, pseudo-haemophilia, 
familial haemoptysis, familial haematuria, and even as 
‘““ haemophilia ’’ or ‘‘ haemophilia in females,’’ belong to 
this interesting clinical entity known under various names. 
Recently Levit and Malkova of Moscow reported on 
Dominant Haemophilia ’’ (Journ. of Heredity, 1930, 
xxi, 72) with male and female bleeders, which no doubt 
belongs to Goldstein’s heredofamilial angiomatosis with 
recurring haemorrhages (Rendu-Osler-Weber’s disease). 

Perhaps, too, the reports of familial epistaxis and female 
bleeders by Fordyce (1784), Wilhelm von Bippen (1842), 
Jameson (1831), Lohmeyer (1832), St. Ussing (1833), Legg 
(1871), Sutton (1864), R. J. Graves (1843), H. Fischer, 
Mende (1839), Bérner (1878), M. Fischer (1889), Hertzka 
(1881), Babington (1865), F. Steiner (1842), Ed. Stainer 
(1910), Swanton (1907), Davidson (1907), Bramwell (1907), 
Hutchinson (1889-92), Eales (1892), Garland (Leeds), Giffin 
(1927), Rieken (1829), Gocht (1899), and many others, 
also belong properly to this group. Elsaesser (1826), Lane 
(1916), Blumenfeld (1926), Becker (September, 1927), 
Rosenberg (1900), Fréhlich (1891), Verneuil (1894), 
Kennan (1902), and Laverand (1885) have also reported 
interesting cases of this sort. 

I am including with these brief notes a family tree of 
eighteen affected individuals. Two or three of this family 
have previously been recorded by myself (Trans. Amer. 
Therap. Soc., 1932, p. 47) and Fitzhugh, jun. (Amer. 
Journ. Med. Sci., February, 1931).—I am, etc., 

Hyman I. Gotpstern, M.D. 

Camden, New Jersey, U.S.A., March Ist. 


** Dr. Goldstein sends the following further references : 


Recently typical instances of this diseage have been noted 
by Pillsbury and Greenbaum of Philadelphia (1935) ; Gottron 
(1935) ; Cain and Oury (1933) ; Samuel Neumark (1933) and 
Holcberg (1935) of Poland ; G. Goffin and P, Bastenié (1934) 
of France ; Geza Hetényi of Budapest ; Toschkoff (1934) of 
Sofia, Bulgaria ; van Bogaert and Scherer of Antwerp ; Costello 
of New York (1935) ; Garland of Leeds (1936) ; Wigley and 
Heggs of London (1934); Wittkower and Rarey (1933) ; 
Milbradt of Leipzig; T. K. Lawless of Chicago (1934) ; 
Calligaris of Trieste (1934) ; Angeleri of Torino (1935) ; I. N. 
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Kugelmass of New York ; Peck and Rosenthal of New York ; 
Fred Wise of New York; A. Yde and M. Olesen of Copen- 
hagen (1934) ; A. Jauerneck (1934) ; F. J. Piszkiewicz (1933) ; 
O. Frenette (1935) ; Adant (1935); B. Barmvater (1934) ; 
Houser of Philadelphia (1934) ; Guy and Amshel of Pittsburg 
(1934) ; R. Kosiner of Leipzig (1935): Féldvdri (1933) ; 
R. Wilenius of Helsingfors (1935) ; and several others. R. J. 
Graves (1843) in his System of Clinical Medicine (Lecture xxii 
on ‘‘Haemoptysis’’), p. 268, Dublin, Fannin and Co. (see also 
p- 263, ‘‘ Epistaxis from Small Spots ’’), reports seven of the 
same family suffering from haemoptysis (non-tuberculous). 


Brucella Abortus Endocarditis 

Sir,—The case of malignant endocarditis due to 
Brucella abortus reported in the Journal of February 
29th (p. 412) by Drs. Rennie and Young prompts me to 
record a case which has come under my observation. 

A male nurse, aged 32, felt out of condition in June, 1932, 
and complained of weakness and excessive perspiration. On 
examination a month later a ventricular systolic murmur was 
noted in the mitral area and the urine was found to contain 
a trace of albumin. Examination of the blood revealed some 
secondary anaemia and neutropenia. 

On August 30th the blood serum was found to agglutinate 
Br. abortus (Bang) to a titre of 1 in 784. On September 13th 
the titre was found to be 1 in 440, thus establishing a 
diagnosis of recent infection by Br. abortus. I examined him 
for the first time in February, 1933, when he complained of 
dyspnoea. He had a pulse rate of 100 per minute, with a 
poor response to exercise. Mitral and aortic ventricular 
systolic murmurs were noted ; secondary anaemia and neutro- 
penia persisted. In December, 1933, after an attack of ton- 
sillitis, tachycardia and dyspnoea were more evident. 

A skiagraph showed considerable enlargement of the heart, 
and electrocardiographic examination revealed auricular fibril- 
lation. The exudate expressed from the tonsils yielded a 
growth of haemolytic streptococci. He made a temporary 
response to treatment, ébut in December, 1934, began to lose 
weight. Dyspnoea and tachycardia were marked, and frequent 
petechiae were observed. 

On February 23rd, 1935, he was seized by haemoptysis and 
acute pulmonary oedema, which brought about a fatal issue 
within an hour and a half from the commencement of the 
attack. Post-mortem examination confirmed death to be due 
to mitral and aortic endocarditis, both valves being fibrosed 
and covered by gritty vegetations, which could be detached 
easily. Neither Br. abortus nor Gram-positive cocci were 
cultured from the vegetations. The kidneys and spleen con- 
tained numerous small infarcts. 

From the clinical history one would assume that endo- 
carditis commenced shortly after infection by Br. abortus, 
and that the process was hastened by the superimposed 
streptococcal infection which occurred eighteen months 
later. It is suggested that in cases of progressive endo- 
carditis a routine agglutination test of the patient’s serum 
to Br. abortus should be made. 

I am indebted to Dr. F. A. Gill, superintendent, Calder- 


stones Institution, Whalley, for the history of this case 
during the first three months. 


—I am, etc., 


Whalley, Lancs, March 23rd. Tom G. S. Harkness. 


Anaesthetization of the Tympanic Membrane 

Sir,—With reference to the letters which have appeared 
in recent issues of the Journal on the above subject I 
would point out that I have successfully employed the 
so-called ‘‘ mélange de Bonain ’’ (equal parts of cocaine 
hydrochlor., menthol, and glacial carbolic acid) to obtain 
local anaesthesia when making approximately twenty in- 
jections of thyroxine. I gently dab the posterior half 
of the membrane with a fine wire, cotton-tipped probe 
wet with the glue-like solution (which may require to be 
slightly heated if the temperature is below about 50° F.), 
and wait for at least twenty minutes. There is no notable 
local reaction, and the agent is both antiseptic and 
efficient.—I am, etc., 
J. B. Horcan. 


Cork, March 30th. 


Sir,—I have given over 100 injections of thyroxine for 
otosclerosis following the technique of the late Dr. Albert 
Gray. ‘In none of these cases has there been any diffi- 
culty in anaesthetizing the tympanic membrane with the 
solution of 10 per cent. cocaine in aniline oil. The 
anatomical landmarks of the membrane have not been 
obliterated. I apply the solution on a wooden cotton. 
tipped applicator placed in position through a speculum, 
This impinges on the membrane at the point chosen for 
the puncture—namely, behind the umbo. Possibly Mr, 
Thacker Neville might find this method would prevent 
the swelling and distortion of the membrane that he has 
experienced. The tympanic membrane is not a very 
sensitive area. I have done several of these injections 
without any anaesthetic, and the pain has been very 
slight.—I am, etc., 


Guildford, March 30th. T. B. Jozson. 


Methods of Bottle-feeding 


Srr,—In your issue of March 28th (p. 664) Dr. Reginald 
Jewesbury states that for a long period babies under the 
care of the Mothercraft Training Society have been fed on 
half-strength milk-and-water mixtures (equal parts), with 
added sugary and fat in the case of the normal bottle-fed 
baby, and that the state of nutrition has been in general 
satisfactory. This can be accepted as an authoritative 
statement based on experience. In the following para- 
graph he falls into a very common error. 

‘* A considerable number of cases have come under the care 
of the society in which malnutrition and digestive defects have 
undoubtedly been caused by an excessive amount of protein 
in the diet.’’ 

Now physicians and ward sisters are constantly making 
such statements about babies, admitted in a state of 
digestive upset, who have been fed previously according to 
someone else’s system. They are apparently unaware that 
a large number of babies are fed with comparative success 
at other institutions by the other man’s methods. (At 
the hospital where I work at the moment it is customary 
for physicians to talk of dried milk as if it were poison.) 

Vomiting of protein curds is not evidence of failure to 
tolerate protein—it is the result of vomiting from any 
cause while on any diet containing milk protein. Hard 
protein curds are very rare in babies fed on reasonably 
high protein feeds, though a tendency to a constipated 
stool must be admitted. This is, if anything, an advan- 
tage, for, unlike diarrhoea, it does not kill. Enteritis 
without being accounted for by infection is not unduly 
common, and when it occurs there is considerable opinion 
in favour of very high protein diet. Restlessness is a 
thing to be neglected if nutrition is good, and should 
certainly not be made an excuse for altering the feeds at 
any time. Colicky pains—a mere impression in a baby 
—which cannot be definitely diagnosed are almost 
synonymous with restlessness. 

Too much stress is laid on the supposed irritative effects 
of the various elements of the diet when in fact it is 
sudden changes in the diet which cause trouble. Too much 
in infant feeding is based on the observation of abnormal 
diseased infants under normal conditions ; such infants 
tolerate all mixtures badly. It is the ultimate nourishing 
effect of the diet that should be considered. 

I quite agree that the chief danger with infant feeding 
is that ‘‘ there is no method ”’ very often, and when asked 
what method of infant feeding I advise I always say strict 
supervision under one, and only one, doctor who under- 
stands babies. 

Before finishing I would like to condemn a pernicious 
system of milk dilution which is apt to be confused with 
the one Dr. Jewesbury advocates—namely, dilution of the 
milk without any attempt to make up the calorie value by 
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“ added fat and sugar.’’ The number of babies who are 
suffering from sheer starvation because of low-calorie milk 
mixtures must be very great. These cases usually show 
abnormal stools which clear up on increasing the diet ; 
too often these stools are made an excuse for further 
dilution of the mixture. The fact that an adequate calorie 
intake is necessary for full nutrition is such an elementary 
point that it is amazing to find how little it is appreciated. 
etc., 


London, March 29th. D. C. H. 


Treatment of Superfluous Facial Hair 


Srr,—In your issue of January 21st, 1933, I described 
a method of treating superfluous hair on the face by a 
combination of x-ray epilation with subsequent friction. 
The x-ray epilation is produced by a dosage insufficient 
to make it permanent, but the effect, once established, is 
kept up by daily rubbing pumice-stone “‘ against the 
grain.” After some months a comparatively small amount 
of attention is often sufficient to maintain smoothness of 
the face. 

Three years’ further experience has convinced me of 
the value of the method in selected cases. A follow-up 
has shown that the procedure is useless where hair growth 
of definitely masculine type exists. For such cases I have 
tried irradiation of the suprarenal area, but the effects 
are only temporary, and the Broster operation would 
seem to be the sole hope for such people. Also, in the 
case of the highly neurotic type of girl, who studies her 
profile against the light to detect the finest fluff, any 
method is bound to fail. In the average patient, how- 
ever, where the hair growth is mild and the mentality 
normal, results satisfactory to all concerned are obtained. 
Temporary epilation followed by daily rubbing with 
pumice-stone, though not an ideal treatment, may be 
confidently recommended until a better method is dis- 
covered—always provided that its limitations are pointed 
out to the patient. 

If this is done carefully and honestly cases of unsuit- 
able mentality are weeded out, and subsequent disap- 
pointment and reproach avoided.—I am, etc., 


London, W.1, March 27th. F, HERNAMAN-JOHNSON. 


Lead in Grease Paint 


Sir,—As a consulting chemist to the perfumery and 
cosmetic trades I am deeply interested in the report 
of a case of chronic lead poisoning due to theatrical 
grease paint, by Drs. Bartleman and Cuthbert Dukes, 
which appeared in your issue for March 14th. In Eugene 
Rimmel’s The Book of Perfumes (1865) the following 
passage occurs (page 120): ‘‘ Paints for the face I cannot 
conscientiously recommend. Rouge is innocuous in itself, 
being made of cochineal and safflower ; but whites are 
often made of deadly poisons, such as cost poor Zelgar 
his life a few months since.’’ In a footnote the author 
adds: ‘‘M. Zelgar was a Belgian singer at the Royal 
Italian Opera. During the performance of Guillaume Tell 
some of the paint which he had on his face accidentally 
entered his mouth, and he died in consequence, after a 
very painful and lingering illness.’’ Rimmel does not state 
what the paint was, but probably it was white lead. 

Chemical science has made big advances since Rimmel’s 
day, and now numerous harmless pigments are available 
for cosmetic use, so that painting the face need no longer 
be attended with any danger. Titanium dioxide, for 
example, provides a perfect substitute for white lead. 
Indeed, it is more than a substitute, since it represents 
an improvement. 

The account of the chemistry of grease paints in 
Pharmaceutical Formulas (1934, ii), from the beginning 
on page 121 down to the middle of page 125, to which 


Drs. Bartleman and Cuthbert Dukes refer, is quoted from 
an article of mine on grease paints, which appeared in 
The Chemist and Druggist for September 28th, 1929 
(pp. 386-7). A much fuller account will be found in 
Paint, Powder and Patches (Heinemann, 1930), by the 
late Gilbert A. Foan and myself.—I am, etc., 


H. STANLEY REDGROVE, B.Sc., F.I.C. 
London, S.E.25, March 21st. 


Medicines and Appliances (Advertisement) Bill 


S1r,—According to the Press report the House of 
Commons could not get a quorum to discuss the second 
reading of the Medicines and Appliances (Advertisement) 
Bill, so the Bill was incontinently dropped into the waste- 
paper basket. All the hard work and negotiating skill of 
the Medical Secretary and the chairman of the Medico- 
Political Committee of the B.M.A.,-and the backing of 
the Advertising Association anxious to preserve its repute, 
has gone for nothing. 

It is unfortunate that the Bill was taken on the day 
of the Grand National, for many of the faithful Commons 
probably had gone Nortk ; also the count was taken when 
probably many had gone to lunch and would not be 
disturbed on account of a “ trivial little Bill ’’ like this. 
Yet they are being paid £400 a year each to attend to 
their duties, and forty—about 6 per cent. of the total 
membership—could not be gathered together to listen to 
the debate or take part in it. 

The Association has striven for thirty years to educate 
public opinion and promote legislation to mitigate the 
major social evil of swindling advertisements to cure 
disease, not in its own interests, but in the interests of 
the public weal. It must be disheartening to men who 
give up so much of their time and make such efforts to 
prevent rogues from defrauding the public to find their 
work treated with contempt. There are many nowadays 
who hold that democratic institutions are effete, and the 
present case seems to me to give support to that opinion. 
—I am, etc., 


Warrington, March 30th. J. S. Manson. 


Recruitment of Medical Men in a National 


Emergency 

Srr,—The apathy of the medical profession to matters 
of great importance to itself is always remarkable. Colonel 
Walsh’s letter in the Journal of March 14th (p. 557) raised 
questions important enough for editorial comment—so far 
it has stimulated one letter. In 1914 hundreds of doctors 
left everything on the outbreak of war and joined one of 
the Services at once. Their colleagues who, from choice 
or necessity, stayed behind declared that the interests cf 
those absent on service would be protected, and doubtless 
they meant what they said. However, the war went on 
so long that ideals faded, more joined up, and practices 
changed hands ; so on demobilization very many doctors 
instead of returning to a practice returned to—nothing. 

I am well aware of the many men at home who kept 
faith, in my experience more notably among the older 
practitioners. But there was much bitterness amongst 
ex-Service men in every branch of the profession. They 
saw that their practices had disintegrated. They saw 
the Ministry of Pensions expanding in every centre, but 
its permanent medical officials were largely drawn from 
men who were on the spot and had not been over-seas. 
Young consultants returned to find their juniors now 
senior to them on the staff of their hospitals, with cars 
costing more than the whole of a war gratuity, demon- 
strating the material advantages of remaining at home. 
One even had to listen to their tales of hardship, chiefly 
lack of holidays and food tickets. 
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A model scheme should be prepared now by the British 
Medical Association. Important points for consideration 
are: 

1. The percentage of doctors who should go at once in the 
event of war and the proportion from (i) general practitioners, 
(ii) consultants, and (iii) various whole-time civilian services. 

2. The minimum percentage required to care for the civilian 
population to be worked out locally. Certain districts will be 
more depleted than others. 

3. Increased consideration by the public, together with some 
simple organization and combination by the practitioners 
remaining. 

4. The reduction of certain auxiliary services, which, how- 
ever valuable in times of peace, may be regarded as luxuries 
in time of war and in the presence of a shortage of doctors— 
for example, school medical officers. 


There are equally important financial problems concern- 
ing which the B.M.A. should give detailed advice: 


1. Some arrangement should be made that will at least 
protect the status quo of a single-handed practitioner who 
joins up. 

_ 2. An equitable arrangement for members of a partnership 
is necessary—for example, ‘‘ A.’’ is at home doing nearly 
double work, ‘‘ B.’’ is serving and has his service expenses 
in addition to his usual domestic ones. How much of “ B.’s”’ 
service pay should be pooled with the partnership? I know 
nothing of Naval or Air Force conditions, but in the Army 
I think it ought to depend on where ‘‘ B.’’ is serving. If he 
is in the forward area, “‘ living rough ”’ and periodically risk- 
ing his life and health, something ought to be allowed for 
hardship. If he is on the lines of communication or at the 
base he may be having an easier time than his partner at 
home. This distinction is important: a gulf divides those 
whose service lies among the fighting troops and those who are 
further back, chiefly because of the casualties among the former. 

3. Lastly, what can be done for the young consultant whose 
roots are not yet very deep? All his civilian income goes and 
possibly his professional expenses (rooms, etc.) remain. At 
least his status could be protected if only acting appointments 
and no new permanent ones were made to the staffs of 
hospitals until an appreciable time after the end of hostilities. 


Of course the majority of men will do their duty 
generously without counting the cost, but that is no reason 
why a scheme should not be prepared. After the last war 
the middle-aged established practitioners bore the mis- 
fortune of their young colleagues with great complaisance 
and fortitude. Then I was one of the young who 
returned, now I am one of the middle-aged. If the time 
to call for sacrifice comes again I hope that the young 
and any who go have a fair deal.—I am, etc., 


Essex, March 24th. “ 1924-18. 

Sir,—From personal experience in the last war I can 
offer a few suggestions. In every partnership agreement 
there should be a ‘‘ war clause.’’ A few months after 
joining the Army my partners’ legal advisers sent me 
a demand note requesting that my Army pay should 
be put into the partnership, although I was already 
paying locum fees. Insurance policies should be made 
world-wide at the earliest possible date. This was a 
matter that was overlooked in 1914, until I drew Dr. 
Cox’s attention to it. The suggestion that the type of 
man who profiteered at the expense of absent colleagues 
in the last war would be compelled to join up ‘‘ under 
pressure of public opinion ’’ makes one exclaim ‘‘ What 
a hope!’’ At the worst they could always claim to be 
pacificists. There was so much unfairness in 1914-18 
that it is possible that the best way out, in the event 
of a world war, would be universal conscription of the 
medical profession, regardless of age or kind of practice, 
to be applied to those who were not already in the 
Services or had volunteered to serve. I agree with 
Colonel Walsh that the matter should be taken up now. 
—I am, etc., 


Barrow-in-Furness, March 23rd. Joun LivinGsTon. 


Anthropophobia 

Sir,—The letter from Dr. Charles A. Bentley of Cairo 
(March 21st, p. 610) supplies further evidence that the 
medical profession is now waking up to the existence and 
the rapid spread of a kind of anti-vital neurosis in our 
midst. Moreover, it becomes clear that this neurosis jg 
expressing itself not only in nationalistic panic and re. 
armament but in all sorts of other, if less spectacular, 
symptoms, such as ‘‘ the advocacy of sterilization, con. 
traception, abortion, and euthanasia ’’ (Dr. Bentley), 
And to this, of course, has to be added unemployment, 
and also that other form of half-living which results from 
large-scale industry and is by some called ‘‘ machine- 
minding.”’ 

The international politicians who, at Geneva and else- 
where, by the formation of leagues, counter-leagues, and 
other heavily armed combines, are attempting to “‘ stop 
war,’ have apparently not the slightest conception of this 
elementary truth: that the drift towards international 
war is but a symptom of a deep-seated disease. Are they 
not quacks, therefore, and, if so, is it not the duty of 
the medical profession—who, if any, know the difference 
between a disease and a symptom—to brand them as 
such, and thereafter to take the lead themselves in treat- 
ing the disease? 

Dr. Bentley in effect agrees with this when he suggests 
that a society should be formed for studying “‘ the factors 
underlying the problem of anthropophobia.’’ This un- 
doubtedly should be the chief subject of investigation 
for all doctors who do not consider money-making the 
be-all and end-all of life, and who realize that membership 
of their profession imposes a social duty upon them. 

What our profession needs now is mainly groups of 
medico-sociologists, who will attempt to co-ordinate the 
superabundant specialist material already collected by 
science, and to put this at the service of renascent and 
developing life. At present medicine, as officially repre- 
sented, seems to be going in exactly the opposite direc- 
tion. Leading members of our profession would be well 
advised to stop attempting to harness it to the wheels 
of the State Juggernaut. The State deals out fait 
promises, which it cannot possibly fulfil. 

Better, however, I suggest, than the formation of a 
new ad hoc society would be that every medical society 
throughout the land should, at this time of very serious 
social crisis, arrange a debate on this subject as the first 
item on the agenda of its next meeting. Let it postpone 
other more specialized discussions for the nonce and get 
down to this topic, which is the supreme one—namely, 
whether the present drift away from life and towards 
death can be stemmed or not, and if it can be stemmed, 
whether experienced members of the medical profession, 
whose professed object is the care and maintenance of 
life, are not the very persons best qualified to lead the 
regenerative movement. 

And, as a suggestion towards focusing these discus- 
sions, I would venture to repeat a further view of my 
own regarding aetiology. To me it seems that all this 
springs from crowd psychology or mob mentality, which 
is the psychology natural to, or inevitable in, the great 
hypertrophied and centralized modern city, which grows 
and festers at the expense of the countryside. Hence it 
follows that civilization’s only hope lies in rapid depletion 
of the great city and a correspondingly rapid return to 
the land. Failing a change of the present orientation, 
war will inevitably come soon, and, with that, the cities 
will be devastated and their populations scattered. 
Better now, surely, in an orderly way than then in a 
disorderly way.—I am, etc., 

North Queensferry, Fife, March 21st. 

P.S.—The letter of Dr. H. C. Boyde (p. 667) is entirely 
germane to the same subject. 


A. J. Brock. 
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Medical Coroners 


Sir,—In the article (Journal, March 14th, p. 537) on 
medical coroners it is purposeless to complain “ nor were 
our representatives or medical coroners afforded an oppor- 
tunity of replying to hostile criticism.’’ Surely the 
British Medical Association should have demanded repre- 
sentation on the committee itself, instead of waiting to 
be ‘‘ afforded an opportunity ’’’ by a committee com- 

sed entirely of lawyers, except for one distinguished 
neurologist whose connexion with the working of the 
Coroners Act does not appear obvious. 

Of course, such a committee considered “‘ legal training 
_,. of greater importance than medical training in this 
matter.”’ Without any hostile criticism of medical 
coroners its psychology was ‘‘ lawyers for lawyers,’’ this 

seudo-logical deduction being based on the recommenda- 
tion that the Jegal function of coroners and court pro- 
cedure should be curtailed and simplified, as your article 
properly stresses. This leaves the two-thirds of the 
coroner’s work consisting of inquiries into purely medical 
and pathological details to the lawyers, but to assist 
them expensive pathological experts are suggested, 
whereas in most cases the clinical picture is clear to a 
medical coroner who knows how far he can trust the 
general practitioner and how the poor live (and die). 

Some day, perhaps, the medical profession will acquire 
some of the astuteness of their legal confreres. But even 
now, since the report is not yet law, it may not be too 
late at least to keep open to the profession a very large 
potential source of income as well as an interesting career 
with, in my opinion, an added convenience to the public. 

If in future a doctor has to be legally qualified, why 
not equally insist that the lawyer be medically qualified? 
Why is a lawyer, usually a solicitor, more competent to 
hold an office for which the essential requirements are 
still an extensive knowledge of humanity, common sense, 
kindliness, and an intimate understanding of medical men 
and their difficulties, and often their very language?— 
Pam, etc., 


March 26th. A MEDICAL AND LEGAL CORONER. 


Indoor Assistantships 


Sir,—I have often perused the many pages of corre- 
spondence that appear in our excellent representative 
Journal, and wondered how strange it was that not a 
single one of the “‘ legion of the damned ’’ has raised 
his voice in protest against the intolerable indoor 
asssistantship. 

I qualified at the age of 21, and have been able to 
roll the snowball for experience. After my first indoor 
assistantship (following three years’ hospital work) I 
vowed never to repeat it. Foolishly, I did so, on the 
strength of a promise of succession, an unfulfilled promise 
that many members of the profession use very success- 
fully in order to get their last pound of flesh out of a 
practice which is gradually getting out of hand because 
of age, out-of-date methods, and ‘‘ don’t-care ’’ tactics. 

Every indoor assistant, I am sure, will support me 
when I say his position is nothing short of soul-destroying 


and demoralizing. To make oneself a member of a family | 


in which one has not the slightest interest, to be com- 
pelled to enter into polite, useless conversation, to discuss 
domestic worries, to hear the maids’ faults repeated at 
each meal, really does become trying. However kind and 


considerate the principal may be, there is no privacy 
except at the cost of being branded as unsociable. An 
indoor assistant must not do this or that in the house. He 
must not do anything that might annoy the doctor’s wife, 
or the doctor’s maid, or the doctor’s children, or the 


doctor’s cat or dog or bird. He must be careful how he 
uses the bathroom and how he closes the gates. 

I am not exaggerating the position. I am merely stress- 
ing points which are stressed and pressed by the doctor’s 
household and which become intolerable after a few 
months. Unfortunately, the number of indoor assistant- 
ships far exceeds the outdoor ones. Why is this so? 
Surely the men who need assistants prefer to have 
privacy themselves. Or are they prepared to sacrifice 
privacy for the sake of saving a few shillings a week? 

Must we of this great profession tolerate such treat- 
ment? We are not children. No one else would entertain 
these conditions. But for the sake of gaining experience 
of the business of general practice we have to put up with 
it. We do all the night work and all the inconvenient 
work, and in exchange cannot even maintain our self- 
respect. Surely we deserve a better fate. I advocate 
a guild or league of assistants which would, in unanimity, 
ban the indoor post. 

I hope this letter will give wide publicity to a very 
sore point which concerns the younger men of the 
profession. The elimination of the indoor assistantship 
should leave behind no regrets for either side, and might 
obviate the unpleasant incidents that are bound to arise 
from it.—I am, etc., 


Leeds, March 24th. Norman Ross. 


Status of the Radiologist 


Sir,—I regret that I misunderstood Dr. Norman 
Henderson’s remarks on ‘“‘ whitewashing ’’ the stomach 
(Journal, March 21st, p. 609). I am only too pleased 
that he is taking up this work, as its value is not 
exploited in this country as much as it deserves. 
Recently I found great difficulty in getting examples.— 
I am, etc., 


London, W.1, March 23rd. A. P. BERTWISTLE. 


The Services 


HONORARY PHYSICIAN TO THE KING 
Colonel I. M. Macrae, C.I.E., O.B.E., I.M.S., has been 
appointed Honorary Physician to the King, vice Major- 
General T. G. F. Paterson, C.B., D.S.O., 1.M.S. (ret.). 


HONORARY SURGEONS TO THE KING 
An official communication from New Delhi states that Colonel 
E. W. C. Bradfield, C.I.E., O.B.E., I.M.S., and Lieut.-Colonel 
(now Brevet Colonel) A. A. C. McNeill, I1.M.S., have been 
appointed Honorary Surgeons to the King. The earlier official 
announcement stated that they had been appointed Honorary 
Physicians to the King. 


HONORARY SURGEON TO THE VICEROY 


Colonel H. C. Buckley, I.M.S., has been appointed Honorary 
Surgeon to the Viceroy and Governor-General of India, vice 
Major-General E. W. C. Bradfield, C.I1.E., O.B.E., I.MS., 


vacated. 


DEATHS IN THE SERVICES 


Captain John Meredith Low, R.A.M.C., was killed by a 
fall from the veranda of the hospital at Singapore on March 
21st. He was en route, along: with his brother, from India 
to Great Britain via the Pacific when he was attacked by 
enteric fever, and taken to hospital at Singapore. He was 
educated at St. Mary’s, and took the M.R.C.S. and 
L.R.C.P.Lond. in 1931, after which he entered the R.A.M.C., 
and became captain on May Ist, 1934. 
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Medical Notes in Parliament 
[FROM OUR PARLIAMENTARY CORRESPONDENT | 


On March 25th the House of Commons read the Bridport 
Joint Hospital District Bill a third time. 

In the House of Lords, on March 30th, the Unemploy- 
ment Insurance (Agriculture) Bill was read a second time. 

The Annual Report for 1935 of the Board of Control, 
Scotland, was presented to Parliament on March 30th. 

The House of Commons will rise for Easter on April 9th 
and reassemble on April 21st, when the Budget will be 
opened. 

The second reading of the Public Health Bill in the 
House of Lords was set down for April 2nd. The House 
of Commons this week discussed the Air Navigation Bill, 
the Cotton Spinning Bill, and the Civil Estimates. 

The Parliamentary Medical Committee received, on 
March 3lst, a deputation from the B.M.A., which dis- 
cussed the Midwives Bill. The deputation consisted of 
Sir Henry Brackenbury, Dr. W. H. F. Oxley, Dr. W. 
Paterson, Dr. Anderson, and Dr. Hill. 

Sir Kingsley Wocd addressed the Conservative Health 
and Housing Committee on March 30th on the Midwives 
Bill. Sir Francis Fremantle was in the chair. Sir 
Kingsley said he hoped to move the second reading 
of the Bill in the Commons on April 8th, and to complete 
its Parliamentary consideration in time for it to be 
incorporated in the Public Health Bill. This latter Bill 
is already introduced in the House of Lords. 

The Medicines and Surgical Appliances (Advertisement) 
Bill was talked out in the House of Commons on March 
27th. Although early speakers referred to the unusually 
large attendance in the House, forty members were not 
prepared to remain and provide a quorum in support 
of the Bill. This form of rejection is more damaging 
than a defeat by a majority in a division, and will dis- 
courage attempts with the Bill in subsequent sessions. 
The Government was prepared to let the measure go to 
a Standing Committee and to tell the House that it did 
not interfere with the freedom of the subject, but no 
Government speech was required. A_ suggestion was 
made during the discussion that a Select Committee 
should examine anew the whole subject of proprietary 
medicines. The Government does not intend to set up 
such a committee. The fate of the Bill demonstrates 
that in these days of universal suffrage members shrink 
from ‘‘ paternal legislation.’’ Against the Medicines 
Advertisement Bill they were much influenced by postal 
protests during the previous week, both from interests 
affected by the Bill and from grateful consumers of 
proprietary remedies who feared they would be deprived 
of these. 

The Attorney-General, Mr. Shakespeare, Dr. Hewitt, 
and Dr. Leach have been added to the Standing Com- 
mittee of the House of Commons which will examine the 
Voluntary Hospitals Bill. 

In the House of Lords, on March S3lst, the Royal 
National Pension Fund for Nurses Bill was read the 
third time, and passed. 


Medicines and Appliances (Advertisement) Bill 


Mr. G. A. V. DuckwortH moved, in the House of 
Commons on March 27th, the second reading of the 
Medicines and Surgical Appliances (Advertisement) Bill. 


He said that propaganda against the Bill had been carried 


out by numerous bodies outside the House, and that the 
scope and intentions of the Bill were largely misapprehended. 


Its provisions were supported and approved by the repre- 
sentatives of the proprietary medicines trade, the Adver- 
tising Association, the County Councils Association, the 


Pharmaceutical Society, and by many other bodies, The 
Bill was not promoted by any vested interests. It did Not 
seek to discriminate between the qualified and unqualifiee 
practitioner, nor could it damage the interest of any religious 
body or association. Such bodies were specifically excluded 
from the Bill. The Bill, by Clause 1, sought merely te 
remove some of the worst abuses which existed in the adver. 
tisement and sale of patent medicines and secret remedies, 
Clause 2 struck at the method, only practised by the up 
scrupulous, of offering to diagnose and give treatment by 
correspondence. So far as he knew no reputable unqualified 
practitioner engaged in that practice. He did not think such 
practitioners had anything to fear from the clause. Membery 
of the House did not dispute the abuses at which the Bij} 
was aimed, and no decent person inside or outside the House 
would attempt to justify them. The Bill was solely designed 
to give the public some protection against the worst exploita. 
tion practised by fraudulent and unscrupulous persons for 
profit. It would still leave open an enormous field for the 
activities of the swindler and the cheapjack. Compared with 
the protection given by the laws of other countries, particu. 
larly by the British Dominions, this Bill did not go far 
enough in protecting the public. 


Recommendations of the 1914 Report 


A Select Committee of the House of Commons had sat from 
1912 to 1914, and its Report in August, 1914, first made 
known to the public the extent of the abuses in the United 
Kingdom and left no doubt of the volume and growth of 
the traffic in patent medicines and of the inadequacy of the 
law to protect the public from fraud and deception. That 
Report emphasized the dangers to public health inherent in 
the advertising of claims to cure diabetes, cancer, consump- 
tion, and other diseases listed in Clause 1 of the present Bill, 
It pointed out that these complaints, by their intractable 
nature, offered the swindler his greatest opportunity of 
exploiting the credulity of the public. It gave pitiful 
examples of the cruel deception which was published, and the 
misery caused to poor people who, taking these advertise. 
ments at their face value, were induced to part with money 
for rubbish, and in many cases aggravated their conditions by 
failing to put themselves in time under proper medical super- 
vision. The Report disclosed that traffic in that type of 
advertisement had grown to enormous proportions, and that 
agencies had been established where the unscrupulous, for 
money, could buy thousands of niames of persons suffering 
from these complaints. The Select Committee recommended 
that all advertisements connected with these diseases should 
be prohibited by law. This was the intention of Clause 1 
of the present Bill. The Committee’s recommendations went 
further than the Bill contemplated. It recommended a 
stringent control over all forms of advertising in connexion 
with the sale of patent medicines ; that the law should be 
strengthened with regard to false trade descriptions ; that the 
Ministry of Health should control the whole traffic in medi- 
cines of all kinds ; that a register should be set up of every 
manufacturer, importer, and proprietor ; and that a certificate 
of registration should be required for every remedy put on the 
market. The Bill did not attempt anything so ambitious. 
There were reasons for thinking it would not be necessary. 

The Report of 1914 was in some respects out of date,. and 
the public had received some additional protection through 
the Dangerous Drugs Act and the Pharmacy Act, which 
required the labelling of all bottles containing any quantity 
of poison. Reputable newspapers had now established a 
voluntary form of censorship which excluded the more un- 
satisfactory type of advertisement, but all newspapers and 
periodicals did not come within that censorship. Grave and 
extended abuses still existed. No other conclusion could be 
reached by anyone who investigated the advertising which 
was still put out on a large scale. There was an urgent 
necessity that the law should give additional protection to 
the public. Mr. Duckworth adduced advertisements which 
could be matched by thousands in the files of the Advertising 
Association. One class of advertisement of a_ particularly 
widespread character held out, by implication, the procuring 
of miscarriage by women. That came within the scope of the 
Bill, because it was one of the most harmful and most 
fraudulent that could be found. He had been assured by 
medical opinion that, in the first place, there was no sub- 
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stance known which was in fact effective for this purpose. 
Secondly, if it was effective, it could not be so without 
roving harmful to the health of women. He understood 
that the high rate of maternal mortality might be connected 
with the widespread traffic in these substances. Mr. Duck- 
worth reminded the House that in 1920 a comprehensive Bill 
was introduced in the House of Lords by the Government 
and passed through all its stages there, but was abandoned 
pecause of the complications of its proposals. In 1931 Mr. 
Somerville Hastings made himself responsible for a Bill which 
was approved by the Health Committee of the Labour Party 
put was swept away in the crisis that year. The present Bill 
was more modest. It represented the greatest agreement 
yet obtained on this problem. 


No Discrimination against Unqualified Practitioners 


Mr. Duckworth regretted that a motion to reject the Bill 
was on the paper. Some members thought the measure was 
unnecessary and interfering. But the law of this country 
protected the public from financial fraud, and the man who 
through disease or ill-health fell victim to fraud was more in 
need of the protection of the law. Other members believed 
that the Bill would in some way damage the interests of the 
reputable unqualified practitioner and establish a greater 
monopoly in favour of the orthodox medical profession. The 
Bill had no intention to discriminate between the unqualified 
and the qualified practitioner. That the diseases listed in 
Clause 1 of the Bill were those against which the orthodox 
medical profession had proved unsuccessful was true, but 
nothing was prohibited in the Bill which any reputable prac- 
titioner, qualified or otherwise, carried out in normal course. 
Mr. Duckworth said he had personal reasons for not wishing 
to hold a brief for the British Medical Association. He 
believed that a certain justifiable prejudice existed among 
the public on account of narrowness of mind and pedantry 
and pettiness of etiquette often practised by the orthodox 
medical profession. Nevertheless, the public should be ex- 
tremely thankful for the progress orthodox medicine had 
made in the last hundred years. He recognized the excellent 
work done by osteopaths, herbalists, and others. These had 
expressed doubts about tho drafting and interpretation of 
certain clauses in the Bill. Those fears were ungrounded, and 
negotiations before the Bill was finally drafted had gone some 
way to meet the views put forward on their behalf. He 
asked the House to give the Bill a second reading. 


Support for the Bill 


Captain G. S. ELttston seconded the Bill. He related how 
a long campaign by 7Jruth against unscrupulous quacks was 
followed in 1912 by the formation of a Select Committee of 
the House of Commons on the initiative of Mr. Charles 
Bathurst, now Lord Bledisloe, and Dr. Christopher Addison. 
After interposing a remark on the good attendance for the 
present debate, Captain Elliston recalled the publication by 
the British Medical Association of Secret Remedies, which 
showed the shameless exploitation of sufferers. He said the 
Select Committee had thirty-three public sittings, heard forty- 
two witnesses, and asked 14,000 questions. Lord Bledisloe 
himself said ‘‘ Probably never has such a tissue of fraud and 
falsehood been disclosed to any Parliamentary Committee in 
either House as was disclosed to us on that Select Com- 
mittee.”’ Captain Elliston recapitulated the findings of the 
Select Committee, and said the committee had assured Parlia- 
ment that nothing in these recommendations would inflict 
any injustice on any genuine patent or proprietary medicines 
or appliances, but would, by their operation and deterrent 
effect, afford the public efficiently and urgently needed pro- 
tection against injury and fraud. That Report reached the 
House of Commons on August 4th, 1914, and lay dormant 
during the war. Besides the Bill introduced in the House 
of Lords in 1920, which Mr. Duckworth had mentioned, a 
second Bill was introduced that year by Dr. Addison, but 
withdrawn because of opposition from the newspaper pro- 
prietors. Mr. Somerville Hastings, who introduced the excel- 


lent Bill of 1931, and was an authority on the matter, 
approved the present Bill, but regretted that it did not go 
further. 

The Report of 1914 had produced important results. The 
newspapers had tried to put into effect some of the recom- 
Mendations about advertising. 


Magnificent work had been 


done by the Advertising Association with the support of the 
leading newspapers, which excluded advertisements of the 
most objectionable type. Bodies representing the manu- 
facturers and proprietors of reputable remedies have done 
a great deal to exclude undesirable persons from the trade. 
There has been continuous help from the British Medical 
Association. The time had come when these people asked 
why newspapers and advertising agents should do work for 
the country which ought to be done by Parliament. For that 
reason he asked the House to give a second reading to this 
Bill in order that Parliament might shoulder the responsi- 
bilities placed upon it by the Report of the Select Committee. 
Since 1932 he and others had been engaged in a drafting 
Committee to produce a Bill which would do injustice to no 
one and would afford real protection to the public. 

Captain Elliston said he had never known a Bill so mis- 
represented as that now before the House. Many of the 
protests received had been based on an early draft. He asked 
Members who had received circulars and other documents to 
accept his assurance that the Bill did not prevent anyone from 
treating any ailment or from supplying any medicine or 
appliance. It prohibited the ‘‘ holding out ’’ of medicines, 
appliances, and treatment as beneficial to certain specified 
conditions, but did not affect any advice given by a practi- 
tioner, qualified or unqualified, to the patient in the con- 
sulting room. 

Dr. StpNEy Peters asked whether the ‘‘ holding out ’’ of 
a medicine, surgical appliance, or treatment was prohibited 
only if it did not come through a qualified medical practi- 
tioner or a registered dentist. Captain ELListon said Dr. 
Peters was under a misapprehension which would be dealt 
with by subsequent speakers. It was untrue that the Bill 
would hamper research and kill any attempt to develop new 
lines of treatment. Anyone could submit to the Minister of 
Health a prima facie case for removing any of the ailments 
or conditions from the list. The Bill prohibited invitations 
to correspond with a view to diagnosis or treatment, but did 
not affect correspondence between a practitioner and patient 
following a personal consultation. The object was to stop 
the quack sending out broadcast his questionaries asking 
people to describe their symptoms. Once personal contact 
was established between the practitioner—not the medical 
practitioner, but any practitioner—and the patient they might 
correspond as long as they wished. The Bill cut out the 
common informer, and no prosecution could be undertaken 
except with the approval of the Attorney-General. It ex- 
empted newspapers and advertising agents from any breach 
caused in the ordinary rush and course of their business, and 
it exempted faith-healers, Christian scientists, and spiritualists. 
As was shown in the explanatory memorandum, those people 
were following their religious convictions, 


The Medical Profession and the Bill 


Captain Elliston paused to say he had been warned that 
in justifying the Bill he must be careful not to mention the 
medical profession. Many people suspected anything which 
they believed to be tainted, as they would put it, by the 
influence of the medical profession. This Bill, however, placed 
the President of the Royal College of Physicians on the same 
footing as the most humble unqualified practitioner. In the 
early days of the promotion of the Bill_it was proposed to 
give exemption to qualified medical and surgical practitioners, 
but when the promoters encountered this feeling about what 
was called safeguarding the monopoly of the medical pro- 
fession they said to the British Medical Association: ‘‘ Are 
you anxious for this protection?’’ To his surprise the Asso- 
ciation said ‘‘ Not a bit.’’ They said, ‘‘ Place us on the 
same footing as unqualified practitioners. We ask for nothing 
more.’’ Legal Members of the House must consider it an 
impressive thing that a great learned profession should be 
willing to surrender the protection and recognition which 
Parliament had been accustomed to accord it. There was 
a time when the nation was proud of the great traditions of 
British medicine. To-day a reference to the medical pro- 
fession elicited sounds almost derisive. This was the country 
of Harvey and Hunter, of Sydenham and Jenner, of Bright 
and Addison, of Lister and Osler, yet mention of those 
names in the House was, he was told, likely to injure the 
chances of the Bill. That was a. shocking thing. To-day 
they seemed to pay more respect to the practitioner who 
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was described as free to follow the dictates of science than 
they did to the medical profession. He was surprised that 
opposition to the Bill should be led by Sir Arnold Wilson, 
who had seen the achievements of tropical medicine. The 
Privy Council, through the General Medical Council, laid down 
the essential requirements of a medical education. He was an 
exceptional student to-day who qualified in less than seven 
years. Those who qualified went out to the four corners ot 
the kingdom to practise, but left behind at the medical school 
chemists, biochemists, biologists, physiologists, bacteriologists, 
and pathologists carrying on ceaseless research to keep these 
men abreast of the latest progress in medicine and science. 
What did Sir Arnold Wilson think of Sir William Osler, 
who, in the course of practice in Canada and afterwards 
in the United States, either did, or assisted at, 10,000 
post-mortem examinations to gain knowledge of the body 
which he was treating? Was the opinion of such a man as 
that on medical matters to be rejected? The unqualified 
practitioner had no opportunities for research, no hospital base 
for the observation of patients, and no staff of research 
workers behind him. 


“Cures for Cancer and Tuberculosis 


Captain Elliston said he gathered there would be criticism 
of the Bill’s proposal on treatment by correspondence. The 
patient who interpreted his own condition by the terms of an 
advertisement might prevent the discovery of the real disease. 
It was a common trick of the quack to pick out normal 
physiological phenomena and to suggest in advertisements 
that these indicated incipient disease. Quacks thus fraudu- 
lently traded on the fears of nervous people. That was why 
the promoters of the Bill attached so much importance to 
personal consultation between practitioner and patient. Con- 
cerning cancer, the scientific opinion of the world held that 
the only treatment to-day offering real prospect of a cure was 
early operative treatment, and, in suitable cases, the use 
of radium. There was no need to apologize for the inclusion 
of cancer in the list of specified conditions [remedies for 
which were not to be advertised] ; not a hospital surgeon in 
this country but could testify to delayed inoperable cases 
in which the infected area had been treated with some secret 
remedy and in which life might have been prolonged or saved 
by early treatment. Time did not permit his speaking of 
fraudulent instruments and appliances sold for treatment of 
the deaf. Members who had doubts should read_ reports 
issued by the National Institute for the Deaf, which was not 
a medical body. Disastrous results could follow the treat- 
ment of hernia by unqualified men. 

A ‘‘whip’’ had been circulated which asked members to 
come to the House and defend the pretensions of Major C. H. 
Stevens, who had offered to the public for many years an 
infallible remedy for tuberculosis known as Umckaloabo. 
In 1908 Major Stevens assured the Royal Commission on 
Tuberculosis that he had discovered ‘‘a positive cure for 
tuberculosis ’’ that he could prove successful in 95 per 
cent. of his cases. A little later he challenged the Brompton 
Hospital for Diseases of the Chest to inoculate him with 
tuberculosis. He challenged its staff to allow him to contract 
the disease, to treat himself for the disease, and to cure 
himself, and afterwards to introduce his cure into the wards 
of the hospital as the method of treatment for patients. That 
challenge was reported to the Select Committee, and the 
chairman said: ‘‘ This challenge on the face of it was written 
knowing that in no possible circumstances could it be 
accepted.’’ Later on this man challenged Spahlinger. Sir 
Waldron Smithers was now appealing to the House of 
Commons for a test of this remedy. Asked, shortly before 
his death, why a trial was not made of it, the late Sir 
Walter Morley Fletcher had said a very little inquiry sufficed 
to reveal the absence of any prima facie case for the remedy, 
and that he was convinced research in connexion with it would 


be a waste of public money. Captain Elliston had received 
1,350 letters from strong supporters of this remedy. They 
gave assurance of salvation and rescue from death. He sent 
the letters to Dr. Ernest Ward, secretary of the Joint Tuber- 
culosis Council Dr. Ward distributed these letters for a 
personal investigation He had not been able to complete 
the work, but had sent an interim report, which would help 


the House to understand the position. 


Dr. Ward had so far secured the investigation of 604 cases 
of which thirty-one could not be traced, and 137 had never 
been notified as tuberculosis ; 122 were in good condition gg 
fair condition and working ; 115 were ill and not working ; 
sixty-two of them were desperately ill, some at the point of 
death ; seventy-seven of them were dead. Captain Elliston 
closed by saying that if this Bill interfered with the liberty 
of any subject, then all the public health legislation which had 
been passed by that House came under the same description, 


Motion for Rejection 

Sir ARNOLD Witson moved the rejection of the Bill. He 
remarked that the defence offered for orthodox medical practi. 
tioners by Captain Elliston was uncalled for. No member wag 
without respect and admiration for the medical profession, but 
some of them did not feel that the orthodox medical profes. 
sion had a monopoly of wisdom. The Bill tended unduly to 
restrict the activities of the unorthodox practitioner. The 
House should pause before it acted on the assumption 
envisaged in this Bill, that most remedies and alleviations not 
approved by the orthodox medical profession were fraudulent, 
and that because remedies and treatment were sold for profit 
they were therefore deceptive. The vast development of 
advertising in relation to remedies should be dealt with by a 
Bill brought forward by the Minister of Health. Enormous 
frauds were perpetrated on the public, though they were not 
those dealt with by the Bill. The loathsome atmosphere of 
fear was created by a thousand advertisements. The bad 
advertisements of which Mr. Duckworth had press cuttings did 
not represent one-tenth of 1 per cent. of the advertising of 
remedies and medicines. The agreements with trade societies 
which Captain Elliston enumerated was not a serious basis 
for legislation. 


, 


‘“ Something More Drastic’’ Required 


The House must prepare for something emanating from the 
Ministry of Health more drastic than this Bill. A new Select 
Committee should hear evidence and take a judicial decision 
on it. Not 1 per cent. of the money spent in quack remedies 
was dealt with by the Bill. Did the House realize that, 
allowing for taxation, more money was spent on drugs than 
on alcohol, and that drugs were probably doing as much harm 
as drink? A fourfold increase since 1913 in the consumption 
of drugs had not been followed by a corresponding improve- 
ment in health. Innumerable drugs had been foisted and 
pressed upon the public by an immense increase of adver- 
tising ; yet the Inland Revenue Commissioners reported that 
the revenue derived by Stamp Duties on the sale of medicines 
had diminished by one-half in the last ten years. 

Sir Arnold complained that the Bill did not touch the 
so-called cures for asthma, bronchitis, influenza, and the 
common cold, or the cures for too much flesh and too little, 
a common source of illness among those who took drugs to 
meet those conditions. It did not touch rheumatism and 
arthritis, nor the cures for too little hair in men and too 
much in women—by no means safe remedies, as seen from 
scores of cases where the courts gave damages against persons 
who had done irreparable damage to women. Then there 
was ‘‘that tired feeling ’’ at night and in the mornings, 
shyness and stammering, pimples and skin diseases. Credu- 
lous mankind fed on these cures to the financial advantage 
of persons none of whom were affected by the Bill. The 
Bill prohibited the holding out of treatment, medicines, or 
appliances as effective in certain diseases, which incidentally 
were not classified by the terms used by the Registrar-General. 
Those who sought remedies for these diseases had not gained 
relief by orthodox treatment, and turned in despair to other 
remedies. Paragraph (c) dealt with remedies for procuring 
the miscarriage of women, already an offence under the 
Offences Against the Person Act, 1861. He saw no reason 
why it should be included in this Bill. If any such advertise- 
ment was published it was the duty of the medical officer 
of health of the district where it was printed, published, or 
circulated to prosecute the newspaper, the proprietor, or the 
vendor forthwith. 

Mr. Duckwortu said the majority of those advertisements 
were by implication, and that was the difficulty about pro- 
ceedings under the present law. Sir ARNOLD Wutsown said 
he was assured that any advertisement of means for procuring 
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miscarriage, even by implication, would result in conviction 
: court of law. No court would hesitate, if the implica- 
“2 ‘ were Clear, to convict under Section 59 of the Act of 
pro read in conjunction with the Aiders and Abettors Act. 
Paragraph (b) in Subsection (2) exempted publications of 
a technical character intended for circulation among orthodox 
medical practitioners. That would have the effect of putting 
an end to the pamphlets and periodicals of the unorthodox, 
the herbalists, for example, a large and important body. 
Mr, Duckworth shook his head. 
sir Arnold Wilson said he was glad of the assurance this 
was not so, but the paragraph would exclude advertisements 
of many groups of persons who had developed the use of 
natural remedies and found them effective. Doubtless there 
were cases of harm caused by unorthodox remedies, but he 
had not found any mentioned in the reports of the Ministry 
of Health for the past ten years, nor in some hundred reports 
of medical officers of health in counties and county boroughs. 
The terms of the Bill were too wide and would cover the 
waters of any spa or table water advertisements on the 
railways. The suggestion ‘‘ Beer is Best ’’ seemed contrary 
to the provisions of the Bill. 


A Suggested Remedy 


The real remedy was to deal with unorthodox practitioners 
on their own ground. The General Medical Council should 
accept, for the first time in their history, the principle that 
they or the Medical Research Council should take responsi- 
bility for broadcasting on public health at every opportunity, 
without the grudging statement which every medical man 
who broadcasted at present received from the B.B.C., that 
he did so at his own risk. The General Medical Council 
were so frightened of advertisement that they made it most 
dificult for medical men to broadcast. The national health 
insurance commissioners should spend considerable sums cf 
money on sending out leaflets inculcating positive good health 
instead of presiding over the permanent endowment of ill- 
health. The Industrial Health Research Board should take 
a more active part in broadcasting. Let the antidote over 
the wireless to quack remedies be ‘‘ Drugs alone will not cure 
you; you should go to your doctor early.’’ Finally, Sir 
Amold denied the suggestion that those who opposed the 
Bill inclined to treat the medical profession with less than 
the courtesy and consideration which was its just due. 

Mrs. TaTE seconded the rejection of the Bill, which, she 
said, was designed to safeguard the business of qualified 
doctors and chemists far more than to safeguard the health of 
the public. She sympathized with the object of Clause 1 (c), 
and knew how numerous were advertisements for procuring 
the miscarriage of women, but women would not be a whit 
safer if the Bill did away with these advertisements. It was 
time that the House realized the position. If Parliament took 
away resort to these drugs, which were a danger, the women 
would go in increasing numbers to the woman of the street 
who used some sort of instrument. The people in most 
danger to-day, in that respect, were poor women who could 
not afford to pay. It was perfectly possible for a woman 
in the West End of London, with sufficient knowledge and 
with sufficient money, to have a miscarriage brought about 
at any moment she wanted, through doctors of the recognized 
medical profession. That was happening every day. She 
did not condemn those doctors. In many instances they did 
very useful work. Let the House not pretend that it was not 
done because it did not happen to be legal or that it was not 
done by men with every possible medical qualification. People 
should be honest and realize that in many cases there was 
ned for this help for women. Parliament would not do 
away with malpraxis, and would not safeguard women 
fom very dangerous methods of terminating pregnancy by 
prohibiting these undesirable advertisements. The House 
recognized the service to the public rendered by the medical 
profession, Dut no honest person would fail to admit that 
the medical profession often seriously erred in their unwilling- 
hess to grant any value to the work of the unqualified 
Practitioner. Anyone who read the life of Louis Pasteur 
would not deny that the medical profession had not always 
welcomed help and discovery from those who came outside 
the ring of that incredibly strong trad2 union. 

Mr. GranaM Kerr said he was not a member of the trade 
union mentioned by Mrs. Tate, but he had had for a third 


of a century taught medical students biology. He had 
watched the medical profession critically. He had developed 
admiration and trust for that profession. He had learned to 
understand the enormous importance of putting students of 
medicine through that small-meshed sieve formed by those 
toilsome years—five, six, seven, or more—of hard work before 
turning them loose as practitioners among the general public. 

At this point opponents of the Bill called a count. The 
House failed to muster forty members, and was counted out, 
the Bill thus failing to secure a second reading. Further 
debate on it is unlikely during the present session. 


Aids to Hearing Advertisements 


On March 30th Mr. THorRNE asked the Postmaster-General 
if he was aware of the unfairness to the deaf from exaggerated 
advertising of aids to hearing ; if he would decline to accept 
advertisements for insertion in books of stamps and other 
Post Office publications from dealers whose business practices 
were thus prejudicial to the interest of the deaf, and if, before 
accepting advertisements of aids for the deaf, he would com- 
municate with the secretary of the National Institute for the 
Deaf. Major Tryon said he was looking into the question. 
Sir FRANCIS FREMANTLE asked if the Minister’s reply did not 
mean that the Government should support some measure such 
as that which was counted out last Friday to prevent fraudu- 
lent advertisements. No reply was given to this question. 


Maternal Mortality Returns and Abortions 


Colonel SANDEMAN ALLEN asked, on March 26th, if the 
maternal mortality returns included those caused by abortions, 
and what percentage of those figures were due to illegal 
abortions. Sir KinGstey Woop said, in reply, that the 
published statistics of maternal mortality in England and 
Wales (deaths classified to pregnancy and _ child-bearing) 
included deaths due to abortion or miscarriage, with the 
exception of those classified to criminal abortion on a coroner’s 
certificate, which were separately shown. Full analyses of 
all forms of maternal mortality and fatal abortion were 
annually included in the Text Volume of the Registrar- 
General's Statistical Review. 


Diagnosis of Tuberculosis: Portable X-Ray Apparatus 


Major Lercutron, on March 26th, asked whether the Ministry 
of Health had considered the metalix portable x-ray apparatus 
for early diagnosis of pulmonary tuberculosis as used in the 
medical examination of factory workers and recruits in 
Holland. Sir Kincstey Woop, in reply, gave an assurance 
that improvements in x-ray apparatus, including the portable 
varieties, were constantly under review by his medical 
advisers. Major LEIGHTON also asked whether the Ministry 
had adopted radioscopy in the diagnosis of tuberculosis. Sir 
KrincsteEY Woop said the examination of the chest both by 
radioscopy and by radiography formed part of the procedure 
advocated by the Ministry of Health in diagnosis and treat- 
ment of tuberculosis under the schemes for which local 
authorities were responsible. 


Italy’s Use of Gas Bombs in Abyssinia 


On March 30th Captain CazaLet and Mr. Manper asked the 
Foreign Secretary if he could give any information about the 
use of gas bombs by the Italian forces in Abyssinia, and what 
action was being taken to protest against and to prevent 
the bombing of Red Cross hospitals. Mr. EpeEn said that on 
March 22nd he received from the British Minister at Addis 
Ababa the text of a protest communicated to him by the 
Ethiopian Government on the previous day against the con- 
tinuous use by Italy of asphyxiating gas and similar gases in 
violation of the Hague Convention (No. 4) of October 18th, 
1907, and the Geneva Protocol of July 17th, 1925. These 
complaints, together with the protests which had _ been 
addressed to the League by the Ethiopian Government re- 
garding the bombing of Red Cross units, were considered by 
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affecting the status of the voluntary hospitals would also be 
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the Committee of Thirteen at its meeting in London on 
March 23rd. The Committee decided to refer the complaints 
of the Ethiopian Government to the Italian Government, and 
to remind that Government of the provisions of the Geneva 
Protocol of 1925. This had now been done. The _ repre- 
sentative of the British Government associated himself with 
that decision. [Allusion was made to the same subject by 
Lord Cecil of Chelwood and Lord Halifax during a debate 
in the House of Lords on March 30th. } 


B.M.A. Memorandum on Maternal Mortality 


On March 30th Mr. SHAKESPEARE, replying to Mr. Lyons, 
said his attention had been called to the report of the British 
Medical Association on the problem of maternal mortality 
and the further steps advised thereupon. A Bill had recently 
been introduced for securing an organized service of salaried 
midwives throughout the country. The Minister of Health 
thought that before deciding what further action should be 
taken he should have before him the report of the investiga- 
tion into the causes of maternal mortaiity which was now 
being made by medical officers cof his Department. 


Anti-gas Measures 


Mr. Grorrrey Lioyp, replying to Sir Gifford Fox on 
March 30th, said that manufacturers and traders were for the 
most part awaiting the announcement of the Government’s 
policy for the regulation of the sale of anti-gas respirators, 
and he hoped to make a statement of the Government’s 
policy at an early date. 

On March 30th Mr. Lioyp also informed Sir Gifford Fox 
that a circular letter was sent to local authorities on February 
24th inviting them to submit the names of employees who 
should receive training as instructors in anti-gas measures at 
the Civilian Anti-gas School. As the circular letter suggested 
consultation among neighbouring local authorities, it was too 
early yet to make any statement about the general response 
to the circular, but he was quite satisfied with the progress 
being made so far. It was hoped by the end of this year 
that approximately 600 qualified instructors would have 
passed through the school. The Government had undertaken 
to provide respirators and protective clothing at the cost of 
the Exchequer to persons on air-raid precaution services. 

The staff of the Civilian Anti-gas School had been recruited 
from ex-Service men with experience in chemical warfare. 


Workmen’s Compensation for Nystagmus 


On March 31st Sir JoHN Stmon informed Mr. Creech Jones 
that a Home Office committee was considering the question 
of compensation for nystagmus, medical procedure in the case 
of accidents, and the scheduled diseases generally, and lump 
sum settlements. There was another committee which con- 
sidered questions of scheduling further industrial diseases 
under the Act. Other committees whose inquiries had some 
bearing on workmen's compensation provisions were the Board 
of Trade committee on the law relating to the carrying on 
of insurance business, and the proposed interdepartmental 
committee on the restoration of the working capacity of 
persons injured in industrial, road, and other accidents. The 
law and medical arrangements of this country could not be 
brought into conformity with the International Labour Con- 
vention of 1925, concerning workmen’s compensation for 
industrial accidents, without great changes, which would in- 
volve questions far beyond the scope of these committees. 
It would not be possible without a special investigation to 
say exactly what changes would be required by the various 
articles in the draft convention, but the most important 
would be the introduction of compulsory insurance or some 
other system for insuring, in accordance with Article 11, the 
payment of the compensation in all circumstances in the 
event of the employer’s insolvency. Important changes 


involved, for the purpose of giving workmen a_ right to 


surgical treatment in accordance with Article 9. 


Decrease in New Cases of Nystagmus.—Mr, John Pp, 
asked, on March 26th, whether nystagmus was on the ing 
among coal miners, having regard to the numbers employe 
having fallen by upwards of 300,000 since the war; and 
whether the Secretary for Mines would refer the matter ¢o the 
Medical Research Committee, with regard to a higher standard 
of illumination, and undertake to make any ascertained 
improvement compulsory throughout mining industries 
Captain CROOKSHANK answered that new cases of nystagmy 
per 1,000 persons employed underground at coal mines had 
decreased in recent years. The matter had already been fully 
investigated by committees of the Medical Research Council 
and in other ways. A higher standard of illumination ijn Coal 
mines was made compulsory by the Coal Mines General 
Regulations (Lighting) of 1934. 


Remedial Treatment at Instruction Centres.—Mr. Ernest 
Brown told Miss Irene Ward, on March 26th, that he pro- 
posed _to set up special local centres of a non-residential 
character in the special areas. Where young men receiving 
preliminary training at these centres were in need of remedial 
treatment of a simple character, arrangements would be made 
for them to receive it in connexion with the centre. Pending 
the establishment of these centres he hoped to arrange, as 
a temporary measure, for the admission of such cases to one 
or two of the residential instructional centres, where special 
arrangements for their treatment would be made. Replying 
to Mr. F. Anderson, Mr. Brown said men were not admitted 
to instructional centres unless found on medical examination 
to be fit for admission. Men not fit for heavy work were 
passed for light work only. During the three months ended 
February, 1936, 940 men, or about 17 per cent., were rejected 
for training on medical grounds. 


Mental Hospital Patients.—Sir KiINGstry Woop stated, on 
March 26th, that 1,532 temporary patients and. 9,744 
voluntary patients received treatment in mental hospitals in 
1935. The latter figure was subject to a small deduction io 
allow for persons admitted on more than one occasion during 
the year. No separate statistics were available to provide an 
estimate of the number of patients in mental hospitals who 
were suffering from dementia praecox. 


Antimony in Enamel Ware.—Mr. Banriecp asked, on 
March 26th, whether the Minister of Health proposed to 
introduce legislation to give effect to the recommendation 
contained in No. 73 of Reports on Public Health and Medical 
Subjects for the total prohibifion of antimony in enamelled 
hollow-ware. Sir Kincstry Woop replied that he had under 
consideration legislation on this subject, but was not able to 
say when it would be possible to introduce a Bill. 


Cyanide Gas for Killing Rabbits.—Sir Kincstey Woop 
informed Mr. Hall Caine, on March 26th, that in view of the 
increased use of cyanide gas for the purpose of killing rabbits 
in England, he would have investigation made into whether 
rabbits. killed by such means could be eaten without danger 
to public health. 


Death from Acetic Acid Poisoning.—Sir K1inGs_Ey Woop 
told Mr. A. Denville, on March 26th, that his attention had 
been drawn to the recent death of a farm labourer at 
Wainfleet as the result of drinking so-called concentrated 
vinegar concocted from acetic acid. The case had been the 
subject of a coroner’s inquest. The question of the designa- 
tion of acetic acid mixtures had been noted in connexion 
with the issues, at present under his consideration, which were 
raised in the report by the Departmental Committee on the 
Composition and Description of Food. 


Permanent Pensions in Shell-shock Cases.—On March 90th 
Mr. Rosert Hupson informed Mr. Anderson that of the 
pensions in issue to ex-Service men for neurasthenia and shell- 
shock, over 91 per cent. had been made permanent. To make 
awards permanent in cases where the prognosis was still un 
certain would not be in the interests of pensioners, but 
awards for prolonged periods were given in all suitable cases. 


Notes in Brief 

Sir Kingsley Wood points out that the recent increase if 
pensions contributions does not affect in any way the National 
Health Insurance Fund. 
The protection of stores of oil under conditions of national 
emergency is receiving the Gevernment’s attention. 
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Obituary 


SIR ARCHIBALD GARROD, K.C.M.G., LL.D., 
DM, F.R.C.P. 
Late Regius Professor of Medicine, University of Oxford ; 
Consulting Physician to St. Bartholomew's 
Hospital 
We much regret to announce the death of Sir Archibald 
Garrod, the distinguished physician and chemical patho- 


logist, who was for eight years Regius Professor of 
Medicine in the University of Oxford. He died suddenly 
at his home in Huntingdon Road, Cambridge, on 
March 28th. 

Archibald Edward 

Garrod, son of Sir Alfred 

Garrod, M.D., F.RS., 


physician to King’s College 
Hospital and well known 
for his researches on gout, 
was born on November 
95th, 1857. From Marl- 
borough he went to 
Christ Church, Oxford, and 
took afirst-class in Natural 
Science in 1880. His 
medical training was 
received at St. Bartholo- 
mew’s Hospital, where he 
won the Brackenbury 
Medical Scholarship in 
1884. He qualified the 
same year with the 
M.R.C.S. diploma, and 
graduated M.B. at Oxford, 
and in 1886 proceeded to 
the doctorate. He filled 
several posts at his 
hospital and its school: 
house-physician, casualty 
physician (1887-8), assis- 
tant demonstrator in prac- 
tial medicine, medical 
registrar, demonstrator of 
morbid anatomy, and 
keeturer on chemical 
pathology. Promotion to 
the visiting staff of Bart's 
was very slow at that 
time, and Garrod had to 
wait long before there was 
avacancy. Meanwhile he 
gained much practical 
clinical experience as honorary physician at the West 
london Hospital, the Alexandra Hospital for Children 
with Hip Disease, and the Great Ormond Street Hospital 
for Sick Children. At length he was appointed 
assistant physician to St. Bartholomew’s Hospital in 
January, 1903, and when the out-patient department 
for medical diseases of children was created in the follow- 
ing year he was made physician in charge, jointly with 
Dr. Herbert Morley Fletcher, and remained so until 1910. 
He became full physician to the hospital in February, 
1912, on the retirement of Sir Norman Moore from the 
active staff. 

During his earlier years of practice he published papers 
in St. Bartholomew’s Hospital Reports on affections of 
the nervous system, and in the Medico-Chirurgical Trans- 
actions on chorea, rheumatism, and rheumatoid arthritis. 
A small publication in 1886 was an Introduction to the 
Use of the Laryngoscope. This was followed a few years 
later by A Treatise on Rheumatism and Rheumatoid 


Arthritis, of which a French translation appeared in 1891. 
This work was designed to present a consistent picture 
of rheumatism as a systemic disease as it affects the 
joints and many other structures and tissues of the body. 
Garrod also wished to restrict the loosely applied term 
rheumatism to one definite set of phenomena which he 
believed depended on one single specific morbid process. 
Rheumatoid arthritis was, he thought, unlike rheumatism, 
an essentially articular affection, the lesions of which 
depended upon trophic disturbances. A useful feature 


ef the work was an extensive bibliography of both 
subjects. 
rheumatism and on 


He contributed articles on various forms of 
rheumatoid arthritis to the first 
edition of Allbutt’s 
System of Medicine, and 
other articles on allied 


subjects to its second 
edition. 
Sir Archibald Garrod 


will be best remembered 
by his original work in 
chemical pathology. He 
was a born investigator, 
and devoted much time 
to original laboratory re- 
search, chiefly on urinary 
subjects, in this following 
in his distinguished 
father’s footsteps, and he 
contributed papers on his 
researches to the Journal 
of Physiology and to the 
Proceedings of the Royal 
Society. He was elected 
F.R.S. in 1910, and served 
as vice-president in 
1926-8. As we have seen, 
from an early stage in his 
career he took a special 
interest in diseases of 
children, and was physician 
to the Great Ormond 
Street Hospital for many 
years. As a result of his 
experience there and at 
St. Bartholomew’s he 
joined with F. E. Batten 
and Hugh Thursfield in 
editing, in 1913, a large 
work, Diseases of Children 
by Various Authors, 
twenty-two of whom con- 
tributed articles. Garrod’s 
share was two: ‘‘ Disease as it Affects Children,’’ and 
‘* Diseases of the Ductless Glands and of Metabolism.”’ 
For many years he was a leading figure at the Royal 
College of Physicians of London. Gaining its member- 
ship in 1888, he was in the unusually short time of three 
years elected to the Fellowship. In 1900 he gave the 
Bradshaw Lecture before it on his favourite subject of 
‘‘ Urinary Pigments in their Pathological Aspects.’’ He 
filled administrative offices and acted as examiner, and 
in 1908 delivered the Croonian Lectures, and the Harveian 
Oration in 1924. In his Croonian Lectures he took for 
his subject ‘‘ Inborn Errors of Metabolism,’’ which he 
published in book form in 1909. In a second edition 
(1923) he thoroughly revised the first text and added 
new chapters on inborn metabolic anomalies which had 
only been recognized after the lectures had been delivered. 
Much of his own original work on chemical pathclogy 
was embodied in the iectures on congenital steatorrhoea, 
alkaptonuria, cystinuria and diaminuria, and haemato- 
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of Science to Medicine ’’ was a most revealing account 
of what medicine had done to originate, let alone to 
stimulate, various sciences, and not only its ancillary 
handmaidens. Facts in support of the orator’s thesis 
were drawn from the earliest times and various nations. 
Medicine, he declared, was the foster-mother of chemistry, 
because it had to do with the preparation of drugs and 
the detection of poisons ; of botany, because it enabled 
the physician to recognize medical herbs ; of comparative 
anatomy and physiology, because the man who studied 
human anatomy and physiology for purely practical pur- 
poses was led to extend his studies to the rest of the 
animal world. 

On the outbreak of war in August, 1914, he was 
attached to the d la suite staff of the Ist London General 
Hospital at Camberwell ; in 1915 he was promoted Colonel 
A.M.S., and served at Malta for four years as consulting 
physician to the Mediterranean Forces. For his war 
services he received the C.M.G. in 1916, and was pro- 


moted K.C.M.G. in 1918. Returning to St. Bartholo- 
mew’'s after the Armistice he was invited to become 


director of the newly formed medical professorial unit. 
This task of organization and clinical teaching proved 
most congenial, and he relinquished it with regret in 1920 
when Sir William Osler’s death left vacant the Regius 
Chair of Medicine at Oxford. In him the Oxford medical 
school secured for its head a distinguished scientific phy- 
sician and a teacher held in the greatest affection by 
all his pupils. His own College (Christ Church) elected 
him to a senior studentship, and he lived at Oxford, in 
Banbury Road, until his resignation from the professor- 
ship on attaining the age of 70. After a few years at 
Woodbridge, in Suffolk, he moved to Cambridge. 

In 1927 he delivered the Huxley Lecture, at Charing 
Cross Hospital, on ‘‘ Diathesis.’’ This he published in 
1930 with the title The Inborn Factors in Disease, adding 
to it the recent scientific advance on the problems and 
discussing them more fully than he could do in the 
lecture. The pages reflected his outlook as a student of 
medicine of fifty years’ standing, who began his studies 
shortly before the discovery of the tubercle bacillus, and 
had witnessed the advances of, and the profound changes 
in, medicine and surgery over this period of time. The 
lecture was a further restatement of his favourite subject 
of hereditary tendencies to abnormal states. It contained 
chapters on the doctrines of diathesis, the basic principles 
of predisposition, and the several kinds of predisposition ; 
on structure and form in relation to disease ; tissue 
defects, abiotrophies ; errors of metabolism ; inborn 
factors in infective diseases ; and idiosyncrasies. 

Sir Archibald Garrod joined the British Medical Asso- 
ciation in 1888, in which year he was honorary secretary 
of the Subsection of Laryngology and Rhinology at the 
Glasgow Annual Meeting. Two years later he was vice- 
president at Birmingham of the same Subsection. At 
the Annual Meeting in London in 1910 he was president 
of the Section of Diseases in Children, and he delivered 


the Address in Medicine at the Aberdeen meeting in 
1914. When the Association met again at Glasgow in 


1922 he accepted office as vice-president of the Section 


of Medicine. From 1923 to 1928 he was a member of 
the Medical Research Council. He received honorary 
degrees from the Universities of Glasgow, Aberdeen, 


Dublin, Malta, and Padua; he was also an Honorary 
Fellow of the Royal College of Physicians of Edinburgh 
and of the Royal Faculty of Physicians and Surgeons of 
Glasgow. 

He 
Thomas 
VII and 
three sons 


married in 1886 
Smith, 
surgeon 


lost 


of Sir 
Edward 
His 
His daughter, 


Laura, eldest daughter 
Bt., sergeant-surgeon to King 
to St. Bartholomew's Hospital. 


their lives in the war. 
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Miss Dorothy Garrod, is director of studies in archaeo] 
and anthropology at Newnham College, Cambridge, and 
has won fame for her excavation work in Gibralta 
Glozel, Kurdistan, and Palestine. : 


We are indebted to Sir HUMPHRY ROLLESTON for the 
following appreciation : 

Garrod was at Marlborough from January, 1873, t 
July, 1875, leaving, however, before I went there, go that 
we first met in the dissecting room at St. Bartholomew's 
Hospital in October, 1881, when he was a second-year's 
man with all the prestige of a distinguished career 
first class in the natural science school—at Oxford. At 
that time he and the late S. H. Habershon, whose fathe, 
had resigned in 1880 from Guy’s Hospital, together with 
the senior surgeon, Cooper Forster, in connexion with the 
long-forgotten dispute with the treasurer and governors 
about the nursing staff, were inseparable friends: so cloge 
indeed that they were sometimes spoken of as ‘‘ Harrod 
and Gabershon.’”’ Sir Alfred, his father, the well-known 
authority on gout, after whom a street at Aix-les-Bains 
was called, had been physician, first to University College 
Hospital and then, from 1863 to 1874, to King’s College 
Hospital, so that, like Habershon, Archibald Garrod did 
not become a student at his father’s hospital. Garrod had 
to wait rather long for election to the staff at St. Bartho- 
lomew’s, for at that time there were about twenty 
prospective candidates waiting on the physicians’ side, 
A very hard worker, he brought out in 1890 A Treatise 
on Rheumatism and Rheumatoid Arthritis, and seventeen 
years later made the important, now historical, distinction 
between rheumatoid arthritis and osteo-arthritis. At the end 
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of the last century he became much interested in, and did 
pioneer chemical work on, the urinary pigments. He wasa 
great friend of Sir William Hale-White and of Sir Frederick 


alway 
most 
great 


Gowland Hopkins, and, like the latter, was an early bio- | 


chemist, the later fruits of this work appearing in his well- 
known book on the Inborn Errors of Metabolism (1909), 
the Croonian Lectures at the Royal College of Physicians 
of London in 1908. A sequel to this was his essay on 
The Inborn Factors in Disease (1931), after he had retired 
from the Regius Professorship at Oxford. A _ laborious 
and valuable service which he rendered to medicine, but 
has not perhaps received its due meed of gratitude, was 
the index of the Transactions of the Clinical Society »f 
London, vols. i to xxx ; this was published in 1898, and 
had the special merit of supplying the true nature of some 
morbid conditions, as shown by later knowledge, described 
under other names ; as examples, the later recognition of 
diseases which he retrospectively diagnosed as “ myx- 
oedema,’’ ‘‘ acromegaly,’’ and ‘“‘ urticaria pigmentosa,” 
may be mentioned. From his start in 1907 and for twenty 
years he was one of the editors of the Quarterly Journal of 
Medicine, which was founded as the result of the driving 
force of Sir William Osler, his predecessor in the Regius 
Chair at Oxford ; to this he not only contributed but 
stimulated and helped younger men to write on the 
chemical side of medicine. 

Garrod, by his kindliness, sense of humour, and high 
ideals, inspired affection and universal respect, and bore 
his severe family bereavements—the loss of three sons in 
the war years—and his failing eyesight with high courage 
and a cheerful philosophy. 


A CORRESPONDENT writes: 

As one who was privileged to receive my earliest tuition 
in clinical medicine from Sir Archibald Garrod in his lattet 
years at Oxford may I be allowed to add my humble 
tribute. Those of us who studied medicine at Oxford 


during the time of his Regius Professorship will always 
remember the kindly way he led us to the bedside of 
the sick and taught us the essentials of clinical medicine 
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with the ease and clearness which are enviable attributes 
f only a great teacher. We will remember the gentle 
pte in which he would elicit symptoms and signs, and 
the skill and simplicity with which he would afterwards 
interpret them to us in terms of pathology. We knew 
him towards the close of many active years devoted to 
the cause of medicine, and we owe much to his great 
wisdom and erudition. In our earliest days we learnt, 
thanks to him, that medicine is not only a science, but 
an art and a philosophy, and he filled us all with love 
and enthusiasm for the work which still lies before us. 
As a teacher he helped us to think biochemically from 
the very beginning of our clinical training. He instilled 
jn us a love for the unusual and for the rarities in 
medicine, because, as he said, they so frequently led to 
discoveries. His talks were always instructive and 
amusing, for he would include in them accounts of 
historical interest and tell us of the epics and romances 
of modern medicine. But, above all, he taught us that 
the patient is an individual, and we came away from the 
ward with the knowledge that he was a good and a great 
doctor, and was well loved by all his patients. As a 
man he was quiet and gentle with a ready sense of 
humour and a fund of anecdotes. He was friendly and 
hospitable to his students, and he took a lively interest 
in all their activities. Some of us knew him at his home, 
and it was there that we appreciated, perhaps for the 
first time, how cruel the war had been to him. Most of 
us were with him for only a short while, but throughout 
our student days in London we remembered his advice, 
and what he taught us will remain in our memories 
always. To Lady Garrod and her daughter we offer our 
most sincere sympathy on the passing of this dear man, 
great physician, and worthy successor to Osler. 


A. R. TWEEDIE, F.R.C.S. 


Surgeon to the Ear, Nose, and Throat Department, Nottingham 

General Hospital 
The death took place in Nottingham on March 18th, with 
tragic suddenness, of Mr. A. R. Tweedie, who had for 
many years been well known as one of the leading aural 
surgeons in the Midlands. He had attended a meeting of 
the Nottingham Medico-Chirurgical Society, and in a most 
humorous speech had recorded a vote of thanks to the 
lecturer. He had retired to the ante-room and was talking 
to some friends when he collapsed and died almost 
immediately. 

Alexander Robert Tweedie was born at Bickley, Kent, 
in 1871. He was the third son of Alexander Forbes 
Tweedie, J.P., of Rawlinson. After finishing his early 
education at Repton he proceeded to St. Bartholomew's 
Hospital, and in 1900 obtained the M.R.C.S. and L.R.C.P. 
diplomas. In 1901 he became a Fellow of the Royal 
College of Surgeons of England. After qualifying he held 
the appointments of casualty house-surgeon at the Royal 
Free Hospital, and junior clinical assistant at the Hospital 
for Diseases of the Throat, Golden Square. 

He had a remarkable military career. In 1893 he joined 
the New Zealand Mounted Rifles, and during the South 
African War he served as a civil surgeon. He then 
became surgeon lieutenant in the Kent Artillery (Volun- 
teers) for four years, and on the establishment of the 
Territorials in 1908 he transferred to the R.A.M.C., and 
took an active part in raising the ambulance of the Notts 
and Derby Mounted Brigade. During the great war Mr. 
Tweedie was present at the opening of the Gallipoli 
tampaign ; had command of a large medical organization 


in Alexandria ; and served all through the expedition to 
Tripoli against the Senussi. Later on he administered 
alarge medical district in Upper Egypt, and commanded 


the Citadel Hospital at Cairo. He was senior medical 
officer of a division at the final assault on Gaza, and in the 
pursuit of the Turks in the Jaffa—Jerusalem line and 
beyond. He was demobilized with the rank of lieutenant- 
colonel, was mentioned in dispatches, and received the 
Territorial Decoration. He retired later from the Terri- 
torial Army with the rank of colonel. 

In 1908 he was appointed honorary assistant surgeon 
to the Nottingham Children’s Hospital, and in 1911 to the 
Nottingham General Hospital. In 1919 he became 
honorary surgeon to the Nottingham General Hospital, 
and in 1920 honorary surgeon to the newly created ear, 
throat, and nose department. In 1920 also he was 
elected to the Nottingham City Council, and served on 
the Health, Asylum Visiting, and Mental Deficiency 
Committees. 

In his professional life he was an outstanding person- 
ality. He was vice-president of the Section of Laryngo- 
logy and Otology at the Annual Meeting of the British 
Medical Association held in Nottingham in 1926, president 
of the Nottingham Medico-Chirurgical Society in 1928, 
and his other appointments included honorary laryngo- 
logical and aural surgeon to the Royal Midland Institution 
for the Blind, local aural specialist to the Ministry of 
Pensions, and visiting aural and laryngological surgeon to 
the City Mental Hospital. He was a Fellow of the Royal 
Society of Medicine, and in 1931 was elected president of 
the Section of Otology, and at the time of his death was 
vice-president of the Section of Laryngology. He had 
visited nearly every important aural clinic in Europe, and 
had formed lasting friendships with the leading aural 
surgeons there. He was a corresponding member of the 
Austrian Otological Society and Laryngological Society of 
the Paris Hospitals, and for several years was treasurer of 
the Collegium Oto-rhino-laryngologicum. Besides being 
a member of the collaborating staff of the Journal of 
Laryngology and Otology, nearly every issue of which 
contained some of his translations, he was also a frequent 
contributor, and his name was associated chiefly with his 
articles on labyrinthine nystagmus, vertigo, and the 
otolithic and neck reflexes. 

For many years he was intimately connected with the 
Nottingham and Notts Institute for the Deaf and Dumb, 
and it is largely due to his efforts that the institute is 
to-day housed so adequately in the excellent building in 
Forest Road, Nottingham. He devoted every moment of 
his spare time to the welfare of the deaf and dumb, and 
in this work his wife was always his constant and most 
able assistant. He was also an active member of the 
Medical Committee of the National Institute for the Deaf. 
He was a prominent Freemason, a past master of the 
Royal Sussex Lodge, and had also held office in the 
Provincial Grand Lodge of Nottinghamshire. 

Mr. Tweedie had a very special affection for his old 
medical school, Bart’s, and frequently revisited it. To his 
work he brought whole-hearted enthusiasm, and any 
young man interested in aural surgery found in him a very 
real friend and helper. He was kindly and sympathetic 
by nature, and full of a genial humour. As an after- 
dinner speaker he was in much demand, and had great 
facility in the telling of amusing stories. His holidays 
were chiefly spent walking in Scotland, and he had a 
great love of nature and a wide knowledge of all forms of 
bird life. He died in the midst of his medical friends, 
and he will be long remembered as a man who was 
devoted to his work, who lived for his specialty, and who 
was trusted, beloved, and respected by his colleagues both 
at home and abroad. 

In 1908 he married Anna, only daughter of Colonel 
F. W. Mahin, American Consul in Nottingham, who 
survives him, and he leaves one daughter. HBT 
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UNIVERSITIES AND COLLEGES fue Bey 


MEpicaL Journay, 


Dr. DorotHy Maser Hanson, who was killed on March 
21st when her small motor car was crushed between two 
tram cars, had driven for ten years without an accident. 
From 1911 to 1914 she had been a student at the Bergman 
Osterberg Physical Training College, Kent, and after a 
year spent in teaching gymnastics at Southend-on-Sea 
she received the special education and qualified for the 
certificate of the Chartered Society of Massage and Medical 
Gymnastics and also as a teacher of the Society. She 
then taught for a time at the Dartford College, but in 
1919 returned to her home in Liverpool in order to enter 
the medical school of the university, graduating M.B., 
Ch.B. in 1925. She then returned again to the Dartford 
College as medical officer and lecturer in anatomy and 
medical gymnastics. Dr. Hanson had been for many 
years a member of the council of the Chartered Society 
and of various subcommittees, and had been an examiner 
for it in medical gymnastics. Her quiet but strong 
personality and her exceptional abilities, as well as her 
friendliness, had won her many warm admirers and friends 
among her colleagues and the students who had passed 
through her hands. Her loss will be greatly felt by the 
Dartford College and by the Chartered Society. Her 
sister, Dr, Elsie Hanson, is in practice at Liverpool. 


Dr. Ernest Victor Eames of Heanor, Derbyshire, 
who died at a nursing home in Derby on March 13th, 
had been a member of the British Medical Association 
for forty years. He received his medical education at 
Queen's College, Cork, where he won the senior and junior 
exhibition, and at Edinburgh. In 1890 he qualified 
L.R.C.P., L.R.C.S.Ed., and L.R.F.P.S.Glas. In addition 
to his work as a general practitioner he was keenly 
interésted in operative surgery, and became surgeon to 
the Heanor Memorial Hospital on its establishment in 
1925. In his earlier years of practice he contributed 
articles on surgical subjects to the British Medical Journal 
and to the Lancet. He had been a member of the Derby 
Medical Society and the Nottingham Medical and Surgical 
Society. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 

Applications for a John Lucas Waiker Studentship should be 
sent before May Ist to Professor Dean, at the Department of 
Pathology, to whom requests for further information regard- 
ing the Studentship may be addressed. This Studentship will 
be tenable for such period, and will be of such annual value 
not exceeding £200, as the Professor of Pathology with the 
approval of the Managers may determine. 

Under the authority of Grace 5 of March 15th, 1935, a new 
schedule, to apply to Part II of ihe First Examination for 
Medical and Surgical Degrees in and after December next, 
has been drawn up by the Faculty Board of Medicine in 
consultation with the Faculty Board of Physics and 
Chemistry, and is published by the former Board in the 
Cambridge University Reporter for March 26th, 1936. 


UNIVERSITY OF LONDON 

At a meeting of the Senate, held on March 25th, with the 
Vice-Chancellor, Mr. H. L. Eason, in the chair, it was 
resolved to confer honorary degrees on 2 number of distin- 
guished persons, British and foreign, during the centenary 
celebrations of the University this year. The list includes 
the name of Sir George Newman, G.B.E., K.C.B., who will 
receive the degree of LL.D. 


CaNcER HospITaL (FREE) 

The following candidates have been approved at the exam- 
ination indicated : 

AcabeMic) Post-GrapuaTe Diptoma Mepicat RaproLoGy.— 
Part IT: S. B. Adams, F, R. Berridge, G. Friedlaender, J. J. 
Magner, R. K. Modi, P. J. B. Murphy, H. E. Offord, 
I. Qaimaqchi, A. Rakshit, B. G. Thompson, J. A. Vote, A. J. O. 
Wigmore. 

Mr. Arthur Clow Ford, M.B.E., B.A., has been appointed 
External and Extension Registrar as from September Ist, 
1936. 


Arnold K. Henry, M.B., B.Ch., F.R.C.S.1., hag 

appointed to the University Readership in Surgery tenabj 
at the British Post-Graduate Medical School. Since 1925 } 
has been Professor of Clinical Surgery in the Medical] Schoo 
Cairo, and Director of the Surgical Unit, Kasr-el- Ajn; 
Hospital. “4 


Lonpon ScHooL OF MEDICINE FOR WomeEN 


The London (Royal Free Hospital) School of Medicine fo 
Women has received an anonymous gift of £11,000 to tiles 
“The Free Woman's Lectureship in Clinical Medicine,” Dr 
Una Ledingham, M.R.C.P., assistant physician, Royal Free 
Hospital, has been appointed to the Lectureship, 

The Aldrich Blake Travelling Scholarship (1936) has bee, 
awarded to Miss Geraldine Barry, M.S., F.R.C.S., assistant 
surgeon, Royal Free Hospital. 


UNIVERSITY OF SHEFFIELD 
The following candidates have been approved at the examin. 
tions indicated: 

M.D.—P. B. Lee Potter. 

Finat M.B., Cu.B.—Parts II and *R. T. Gaunt, 
Crimoldby, E. D. Belbin, H. A. Cole, J. L. Dales, P. M. Toman, 
S. Miles, E. L. M. Millar, C. South. 3 

* With second-class honours. 


UNIVERSITY OF MANCHESTER 

The Council of the University has appointed Mr. John Morley, 
Ch.M., F.R.C.S., to the chair of surgery, in_ succession. to 
Professor E. D. Telford, who will retire from this post in June, 
The University Court, on March 25th, authorized the confer. 
ment of the honorary degree of D.Sc. on Professor J. B. 
Leathes, M.B., F.R.S. Among other honorary degrees to be 
conferred on Founder’s Day (May 20th) is that of Litt.D., on 
Mr. Charles Holden, F.R.1I.B.A., architect of the new London 
University buildings, and of the British Medical Association’s 
former house in the Strand. 

The following candidates have been approved at the exam- 
ination indicated: 

Diptoma Mepicine.—Part I: J. A. Hobson, 
G. Williamson. 


UNIVERSITY OF LEEDS 
The following candidates have been approved at the examina- 
tions indicated: 

M.D.—Bessie Brown, W. H. Téd. 

Cu.M.—P. R. Allison. 

Fina, M.B., Cu.B.—Part I: N. Baster, Joan M. Bateson, G. R. 
Bedford, Rosemarie Blackwood, H. Cohen, A. A. Driver, R. W. 
Ellis, K. M. Fox, V. P. Geoghegan, I. R. Gray, G. W. Green, 
G. W. V. Greig, T. Hardy, Gwyneth M. Hosking, S. Lask, R. F, 
Lawrence, S. Levy, N. Livingstone, Agnes M. Mitchell, R. B, Raj, 
F. P. Raper, J. A. Rhind, A. H. Rhodes, Joyce M,. Rhodes, 
Phyllis M. Riebards, I. D. Riley, G. B. Robinson, H. Silverman, 
Cc. L. Summerteld, J. C. T. Sykes, D. Taverner, H. Thistle 
thwaite, L. G. Yopham, Mary Townend, Leila M. Wainman, J. W. 
Walker, F. J. D. Webster, F. W. Wigglesworth. Part II: G.N. 
Blackburn, Olive M. Callow, Marie H. Calverley, G. Clarke, J. C. 
Coates, W. Davidson, W. G. France, W. Hobson, J. Holden, 
R. L. Lamming, D. M. Leiberman, S. Mattison, W. S. A. Oakes, 
G. Quayle, O. Scarborough, J. P. Senior, Winnie Shaw, C.E. 
Stuart, E. H. Tomlin, C. W. Ward, H. L. L. Wilson. Part Il: 
*R. L. Lamming, tJ. C. Coates, ¢W. Hobson, G. N. Blackbum, 
Olive M. Callow, Marie H. Calverley, G. Clarke, W. Davidson, 
W. G. France, J. Holden, D. M. Leiberman, S. Mattison, W. S. A. 


Oakes, G. Quayle, O. Scarborough, Winnie Shaw, C. E. Stuart, 
E. H. Tomlin, C. W. Ward, H. lL. L. Wilson. 

Diptoma In PsycuotoGicat Mepicrxe.—A. D. D. Broughton, E. 
Smith. 

D.P.H.—J. C. G. Anderton, E. L. Brittain, J. W. Whitworth. 

* First-class honours. + Secend-class honours. 

The folowing scholarship and prizes have been awarded: 
Infirmary Scholarship and Littlewood Prize, K. D. Woo; 
Hardwick Prize, R. L. Lamming ; Edward Ward Memorial 
Prize, R. N. Tattersall ; Scattergood Prize, J. C. Coates. 


BRITISH COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
The following have been awarded the Diploma of the College 
after examination: 
A. M. F. Batty, Anthea A. Benham, J. A. Bentham, E. C. 
Bryant, H. F. P. Grafton, J. C. Gregory, M. Ismail, C. F. Krige 
T. E. Lennon, E. W. Martindell, J. K. McCollum, W. More, D. 


Racker, W. Simpson, I. H. K. Stevens, Anne E, Wiiliams-James. 
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Mucous Colitis 

writes: I. have a female patient, aged 54 
years, suffering from mucous colitis, which can be fairly 
well controlled by diet and occasional medicine. But there 
are two symptoms which are entirely unaffected by any 
treatment so far given, either locally or generally. These 
are a painful tongue, especially at the base, and a severe 
‘“‘ bitterness ’’ accompanying it. Practically everything 
taken by mouth aggravates both symptoms. I shall be 
grateful for any advice as to treatment. 


“Calcium Phosphate Stomatitis” 


Dr. J. St. Crarr writes: A patient of mine has been com- 


plaining for a considerabie time of very dry lips. This 
seems to be due to the condition of the mouth, which is 
hot and dry and coated with a grit-like fine sand. This 
‘‘ orit’’’ can be taken between the teeth and “ bitten.’’ 
Collections of saliva—in the absence of dentures—reveal this 
‘‘erit’’ in the form of a white deposit, consisting chiefly 
of calcium phosphate, with traces of calcium carbonate and 
organic matter. Various treatments have been tried: 
pilocarpine, mouth-washes, glycerin smeared over the 
mouth and lips, and potassium acetate to act as a diuretic 
and prevent, if possible, the formation of calcium phos- 
phate, but so far no success has attended our efforts. Any 
suggestions as to the cause and cure of this condition 
would be appreciated. 
Chromidrosis 


Dr. J. A. Nosre (Lowthorpe, Bournemouth) writes in reply 


to Dr. Gibb (Journal, February 29th, p. 455): The stain- 
ing is due to a mould growing on the axillary hair. The 
mycelium may be pearly-white, yellow, or brick-red, and 
forms excrescences on the hair, increasing its size up to 
ten diameters. The spores are very resistant to disin- 
fectants and to heat, and will reinfect the patient if the 
same underclothes are worn again a year later. A minute 
daily application of ung. resorcin co., with shaving and 
new underclothes, will effect a cure in fourteen days. If 
Dr. Gibb will write I will send him the name of a 
proprietary preparation which is less messy and equally 
efficacious. 


Arthritis and Water Supply 


Dr. MEA FRAZER (Belfast) writes in reply to ‘‘G. L. P.”’ 


(March 7th, p. 513): I have had experience of cases 
developing arthritis following sudden changes from soft to 
hard water. Treatment in these patients also made no 
appreciable difference. In each case I ordered the installa- 
tion of a ‘*‘ water softener,’’ one supply from which was 
used for all cooking and drinking purposes. The results 
were most satisfactory, all symptoms disappearing in about 
a week. The apparatus is available at a very small cost. 
There are certain types of rheumatism which owe their 
origin to an excess of calcium salts. I presume the “‘ hard- 


, 


ness ’’ in this case is due to lime. 


Stammering 


Dr. R. MacponaLp (Birmingham) writes: Stammering 


is essentially a symptom of a neurotic attitude to life. It 
may be one of many symptoms, or the only obvious one. 
In either case psychotherapy is applicable, and should be 
tried. The resistance of this particular symptom is, I 
believe, due to its value to the patient. All neurotic symp- 
toms have, of course, such value, but the symptom of 
stammering is a particularly easy defence mechanism, since 
it prevents any great social demands being made on the 
stammerer, and at the same time gives him an obvious 
excuse for his failure to achieve his goal in life. This is 
shown very clearly during school life, when the stammerer 
is not likely to be called upon to answer questions in class, 
and probably has ‘‘ allowances ’’ made for him at every 
turn. A wider experience of life may show that the dis- 
advantages of such a disability are greater than the advan- 
tages thus obtained, and the sufferer may make a real and 
successful effgrt to face reality, with consequent improve- 
ment. One sees people in whom the slight impediment 
which remains is almost in the nature of a social asset, and 
there is no inducement to be deprived of it. 


Income Tax 
Taking over Additional Practice 
H. R.'’ took over an additional practice as from July Ist, 
1933. He has now received an application for additional 
tax for the year commencing April 5th, 1933, ‘‘ for earnings 
of the new practice for the year 1932-3.”’ 

*," The income of the practitioner—on an earnings basis 
—is increased as from the date of taking over the additional 
practice, and some alteration in the assessment that would 
otherwise have been made is legally required. This is 
usually done by adding to the assessment on the old practice 


— 
the amount of the current year’s earnings of the additiona 
practice—for example, in the present case the normal Assegs. 
ment for 1933-4 would be increased by the earnings of the 
additional practice for the nine months to April Sth, 1934 
It happens not infrequently that owing to the amalgamation 
of the practices the earnings of the addition cannot be 
separated, and an estimate is made of the additional earnings 
based on past profits. Applying this to ‘‘ H. R.’s” “ss 
the Revenue’s procedure would seem to be legitimate, pro- 
vided the amount of the additional assessment is reasonable 
—for example, that it takes into account that he had the 
additional earnings for nine months only of 1933-4, and on 
the assumption that his expenses were not substantially 
greater than those of his predecessor. 


LETTERS, NOTES, ETC. 


To the Deaf all Films are Silent 

Dr. P. D. Srracuan (Maseru, Basutoland) writes: There must 
be many totally deaf persons to whom the silent cinema 
entertainment, now obsolete, was a source of badly needed 
recreation. The advent of the talking machine has left 
them out in the cold. A little over two years ago I saw 
and heard a French cinema play in London, in which were 
flashed upon a part of the screen a sufficient number of 
“captions ’’ in English to enable those ignorant of French 
to follow the story. Surely the addition of such captions 
to all films would add but a small percentage to the 
enormous amount of money that is spent on their produc- 
tion. It has occurred to me that our Association ought to 
take the matter up with the principal producers. Let us 
not forget that to the deaf all films are silent. 


Foreign Visitors to France 

The French National Touring Office (Office Francais du 
Tourisme), 56, Haymarket, S.W.1, informs us that foreign 
visitors in possession of either a passport cr an identity 
paper, according to the nationality, are allowed to travel 
in France, Algeria included, for two months without addi- 
tional formalities or payment of any taxes. If they wish 
to extend their stay for a period not exceeding four months 
(making six months in all) foreign tourists can obtain a 
“Carte de Tourisme ’’ free of charge. Before leaving their 
own country they should apply for this card to the French 
consul in their district. If they had not obtained the card 
before leaving they could make application to the Préfet 
of the Department where they stay in France. Tourists 
wishing to remain in that country for a period exceeding 
six months must apply in France to the nearest Préfet for 
the usual ‘‘ carte d’identité,’’ the ccst of which has been 
reduced from 220 to 160 francs, and the validity extended 
from two to three years. 


Nursery Biscuits 

The manufacturers of Robb’s nursery biscuits and_ biscuit 
powders give the following interesting account of the history 
of these preparations. Dr. Benjamin Golding was horrified 
by the huge infant mortality in the notorious Seven Dials 
district of London, and made investigations to discover a 
food which would prevent rickets and promote the general 
health of infants. He finally evolved what he considered 
to be the perfect food, and treated thousands of infants 
gratuitously. An analysis of the biscuits has shown 
protein content 10 per cent. ; fat content 6 per cent. ; 
insoluble carbohydrates (starch altered by baking), 60 pet 
cent. ; and soluble carbohydrates, 16 per cent. The makers 
point out that their biscuits and foods have maintained 
a high reputation for more than a century. 


Corrigendum 
In our note on the meeting of the Health and Housing Com- 
mittee of the Conservative Party (Journal, March 24st, 
p. 613) Mr. Murray N. Phelps was reported to have said 
that ‘‘ in the first ten years the number of cremations had 
increased to 2,800.’’ This should, of course, have read 
‘‘in the last ten years, etc.”’ 


Vacancies 
Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 45, 46, 47, 48, 49, 50, 51, and 54 
of our advertisement columns, and advertisements as to 
partnerships, assistantships, and locumtenencies at pages 
52 and 53. ‘ 
A short summary of vacant posts notified in the advertise 
ment columns appears in the Supplement at page 135. 
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